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Acronyms IDS



Acquired Immune Deficiency Syndrome



ANC



Antenatal Care



ART



Anti Retroviral Therapy



ARV



Anti Retroviral (drug)



BCC



Behaviour Change Communication



BTC:



Belgium Technical Cooperation



CAMERWA



Central d’Achat des Medicaments Essentials et Consommables du Rwanda (Central Medical Stores)



CBO



Community Based Organisation



CDLS



Comité de District de Lutte Contre le Sida (Dstrict AIDS Commission)



CBHI



Community Based Health Insurance



CNLS



Commission Nationale de Lutte contre le Sida (National AIDS Control Commission)



CPDS



Coordinated Procurement and Distribution System



CSO



Civil Society Organisation



CSW



Commercial Sex Workers



DH



District Hospital



DP



Development Partner



DOTS



Directly Observed Treatment – Short course



DPT



Diphtheria, Pertussis and Tetanus (vaccine)



EDPRS



Economic Development and Poverty Reduction Strategy



EmONC



Emergency Obstetric and Neonatal Care



EPI



Expanded Programme of Immunisation



FBO



Faith Based Organisation



GAVI



Global Alliance for Vaccines and Immunisation



GFATM



Global Fund to Fight AIDS, Tuberculosis and Malaria



GoR



Government of Rwanda



GTZ



German Agency for Technical Cooperation



HIV



Human Immuno-Deficiency Virus



HAART



Highly Active Anti-Retroviral Therapy



HC



Health Centre



HMIS



Health Management Information System



HSS



Health Systems Strengthening



HSSP



Health Sector Strategic Plan



ICAP



International Center for AIDS Care and Treatment Programs



IDP



International Development Partner



IEC



Information, Education, Communication



IGA



Income Generation Activity



IMCI



Integrated Management of Childhood Illnesses



INGO



International Non-Governmental Organisation



MAP



Multisectoral AIDS Program (World Bank)



M&E



Monitoring and Evaluation



MCH



Maternal and Child Health



MDG



Millennium Development Goal



MIFOTRA



Ministry of Public Sector and Labour



MIGEPROF



Ministry of Gender and Family Promotion



IDS



Acquired Immune Deficiency Syndrome



MIS



Management Information System



MINALOC



Ministry of Local Government, Community Development and Social Affairs



MINAGRI



Ministry of Agriculture



MINECOFIN



Ministry of Finance and Economic Planning



MINIYOUTH



Ministry of Youth



MINIJUST



Ministry of Justice



MMR



Maternal Mortality Ratio



MNEDUC



Ministry of Education



MoH/MINISANTE



Ministry of Health/ Ministère de la Santé



MSM



Men who have sex with men



MTEF



Medium Term Expenditure Framework



NASA



National AIDS Spending Assessment



NFHA



NGO Forum on AIDS



NGO



Non-Governmental Organisation



NHA



National Health Accounts



NISR



National Institute of Statistics Rwanda



NRL



National Reference Laboratory



NSP



National Strategic Plan (on AIDS)



NVP



Nevirapine



OI



Opportunistic Infections



OVC



Orphans and Vulnerable Children



ODA



Official Development Assistance



PBF



Performance Based Financing



PCR



Polymerase Chain Reaction (early paediatric diagnostic technique)



PEPFAR



Presidential Emergency Plan For AIDS Relief



PHC



Primary Health Care



PLHIV



People Living with HIV



PMTCT



Prevention of Mother to Child Transmission



PS



Permanent Secretary



RCLS



Réseau des confessions religieuses dans la lutte contre le Sida (Network of faith based organizations against AIDS)



RDHS



Rwanda Demographic and Health Survey



RRP+



Le Réseau Rwandais des Personnes Vivant avec Le V.I.H (Network of Rwandese Living with HIV)



SRH



Sexual and Reproductive Health



SRH&R



Sexual and Reproductive Health and Rights



STI



Sexually Transmitted Infection



SWAp



Sector –Wide Approach



TB



Tuberculosis



TRAC Plus



Treatment and Research AIDS Centre Plus



U5MR



Under Five Mortality Rate



UNAIDS



Joint United Nations Programme on AIDS



UNDP



United Nations Development Program



UNFPA



United Nations Fund for Population



UNICEF



United Nations Children’s Fund



IDS



Acquired Immune Deficiency Syndrome



UNGASS



United Nations General Assembly Special Session on AIDS



UPHLS



Umbrella of People with disabilities in the fight against AIDS



USG



United States Government



USD



United States Dollar



VCT



Voluntary Counselling and Testing



WFP



World Food Programme



WHO



World Health Organisation



Glossary of Terms For the purposes of this report, the following terms will be defined as follows:



AIDS response: A comprehensive multisectoral national response based on prevention, treatment, care, support and impact mitigation programmes. It generally includes a Three Ones approach based on one National Coordination Agency, one Strategic Plan and One M&E Plan and can include initiatives at global, regional and country levels. HIV mainstreaming: the process that enables development actors to address the causes and effects of AIDS, through both their usual work and within their workplace, usually by maximising the comparative advantages of the sector. Impact mitigation: Efforts to decrease the negative effects of AIDS in those infected or affected by the disease. Inclusion: Bringing HIV (together with its causes and effects) into policy making, planning and/or programme development, especially with respect to most at risk populations (MARP) or marginalised groups. Integration: “Joining together” different kinds of services or operational programmes, usually within a single sector. It can include, for example, joint planning, shared budgets, referrals and joint M&E. Integration is generally based on a need to provide comprehensive services within a continuum of care, and maximise collective outcomes. Involvement: A governance concept that refers to a shift beyond consultation and inclusion to ensure stakeholders (especially MARP or marginalised groups) actively participate in all stages of programme development, implementation, monitoring and evaluation. Full involvement may include relinquishing of power and allocation or resources; however, it is also associated with acquisition of responsibilities. Linkages: Bi-directional synergies in policy, programmes and services across sectors and disciplines. It can also refer to a broader human rights based approach, of which service integration is a sub-set. Multisectoral response: Public, private and civil society sectors working in partnership to address the causes and effects of AIDS. For the purposes of this report, the term does not refer to multidisciplinary working or work across government ministries.



Structural Integration: Combining of government, non-government (and sometimes private sector) service delivery, especially through infrastructure, systems and human resources. – An alternative to setting up ‘parallel systems.’ Violence Against Women: Any act that results in, or is likely to result in, physical, sexual and psychological harm to women and girls, whether occurring in private or in public. Violence against women is a form of gender-based violence and includes sexual violence (taken from UN Country Assessment on Violence against Women, Rwanda, 2008).



Map of Rwanda



Executive Summary



In recent years there has been a growing body of literature on the interconnectedness of the Millennium Development Goals (MDGs) and the need to maximise opportunities for “integration” and “linkages”. There is now a need to document country experience relating to these themes. This Case Study on Rwanda has been commissioned by UNAIDS in preparation for the UN Summit on MDGs in September 2010. It aims to investigate the linkages between investments in the AIDS response (MDG 6) and progress towards other MDGs, and vice-versa. It has been agreed that the study will focus on MDG 4 (child mortality) and MDG 5 (maternal health) but will also address violence against women under MDG 3 and touch on linkages to MDG 1 and health systems strengthening (HSS). The methodology used for this study draws on a rapid assessment approach. There are important limitations to this methodology which mean that this study should only be seen as a step-wise contribution to a more rigorous, research-based analysis. In recent, years there have been a number of important developments in the health sector that have a bearing on this study. These include decentralisation of healthcare services with structural integration and establishment of a cadre of community health workers, as well as scaling up of Performance Based Financing (PBF) and Community Based Health Insurance (CBHI). Although there are significant concerns about the financial sustainability of aspects of these initiatives, a number of studies indicate they have made important contributions to improved supply and demand for health care services, as well as progress in reaching targets for the “health MDGs” (4, 5 and 6). Overall, Rwanda has made good progress in addressing MDG 6. The multisectoral AIDS response, which is based on the principles of the “Three Ones”, has resulted in a decline in HIV prevalence to 3% (from 11% in 2000), with some 76,726 individuals receiving ART in 2009 (representing around 77% of those in need). Currently, the principal development partners supporting the AIDS response are the United States Government (especially through the PEPFAR initiative) and the Global Fund, although there are important smaller contributions from the GoR and other international partners, including UN agencies (as part of the “UN delivering as One” initiative). The funding picture for the AIDS response is fragmented but development partners have shown exceptional flexibility in supporting health systems strengthening. Following systematic ‘mapping’ and a detailed review of the bi-directional linkages between the AIDS response (MDG 6) and other MDGs, this report presents the following overall findings:



Overall Finding for MDG 4: Investments in the scale-up of PMTCT and paediatric ART are likely to have made important contributions to the reduction of child mortality in Rwanda: ƒ % of infants born to HIV-infected mothers who were infected at 18 months decreased from 11.9% in 2005 to 6.9% in 2008 ƒ expenditures on PMTCT and paediatric ART reached an annual total of USD 7.5 million in 2008, and appear to have supported a 3% reduction in under five mortality since 2003 ƒ 18% drop in U5M between 2005 and 2008 largely attributed to scaling up of IMCI, EPI and malaria programmes. ƒ may be through contributions to HSS that the AIDS response has made the greatest contributions to reductions in child morality at the population level.
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Overall finding for MDG 5: There was a 25% reduction in MMR between 2000 and 2005 in Rwanda. Global studies suggest that, in the absence of HIV, MMR worldwide would have been 18% lower in 2008. Although this figure cannot be applied directly to Rwanda, it does give some indication of the potential impact of effective AIDS interventions: ƒ rapid scale up of relevant AIDS interventions in appear to map well onto the decline in MMR ƒ however, several developments (e.g. 23% increase in contraceptive use, etc) likely to have contributed to the decline in MMR, as well as improved maternal health outcomes (see Annex 4) ƒ contributions to HSS also likely to have played important additional role (e.g. introduction of AIDS services at health facilities associated with increase in coverage rate of new ANC clients (from 68% to 81%), and significantly increased coverage of reproductive health services) ƒ HIV positive women have special needs (e.g. high unmet need for family planning) not to be overlooked in context of integrated service delivery Overall finding for MDG 3: There is evidence to indicate that investments from the AIDS response have contributed to prevention and mitigation of violence against women. For example: ƒ GFATM resources (Round 7 AIDS grant) used to train 16 service providers in identification, care and treatment of rape victims, and 272 volunteer victim advocates to be trained in identification and treatment of rape victims ƒ generally contributions indirect as mostly based on creation of an enabling environment that promotes and protects the rights of women and girls, as well as the establishment of a ‘platform’ for other partners and stakeholders to come together to provide specialised technical support. ƒ recognition of AIDS and gender as “cross-cutting” issues (EDPRS 2008-2012) creates helpful synergies between HIV mainstreaming and gender mainstreaming approaches.



Overall Finding MDG 1: Financial contributions to MDG 1 have been sizeable in Rwanda, amounting to at least 10% and 14% of all AIDS spending in 2007 and 2008 respectively. However, in Rwanda, MDG 1 refers to issues that are widely prevalent in the general population. ƒ consequently, impact of contributions from the AIDS response tends to be relatively weak, diffuse or simply difficult to measure at a population level ƒ however, some profound benefits for individual lives and households with impressive outputs, e.g.: − in 2007, resources from the AIDS response supported 816 ‘micro-projects’ with estimated 33,166 beneficiaries; − GFATM round 7 award provided a comprehensive package of services for 18,620 OVC. ƒ although many benefits social rather than economic, important efforts now being made to increase sustainable economic impact ƒ contributions from AIDS response less about linear relationships and more about optimisation of dynamic synergies Overall finding for HSS: Investments in HSS amounted to at least 13% and 10% of total AIDS spending in 2007 and 2008 respectively. ƒ investments from AIDS response played important role in HSS in Rwanda throughout the past seven years ƒ with appropriate leadership, strategic vision and accountability AIDS resources can be mobilised for HSS ƒ development partners shown considerable flexibility in accommodating the priorities of the country. E.g.: − GFATM and USG supported well equipped and staffed laboratories in 30 district hospitals and most PHC facilities
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− Round 5 GFTAM (HSS grant) supported electrification of 37 health facilities and CBHI subscriptions for almost 3 million OVC and vulnerable groups. ƒ Notably, these achievements have been facilitated by a strong National Strategic Plan on AIDS that maps and justifies opportunities for linkages. The findings of this report also suggest that, in Rwanda, links from the AIDS response to other MDGs are stronger than vice versa. This is supported by the fact that relatively large amounts of official development assistance (ODA) are going into the AIDS response (ODA to the AIDS response accounts for around 50% of ODA to the health sector). Conceptual mapping of linkages between the AIDS response, the health MDGs and health systems strengthening (see Annex 7) illustrates how health systems strengthening can be regarded as a “hub” around which an effective linkages between the AIDS response and the MCH continuum of care is being forged, within a process of health sector integration. Linkages to MDG 3 and MDG 1 outcomes may be weaker and enter the realm of mainstreaming, but improved integration around the health MDGs appears to provide a firm platform for improved support to MDG 3 and MDG 1. Since this case study is not an evaluation, it is inappropriate for the authors to make recommendations. However, a number of challenges and issues relating to linkages emerge from this study. These relate to: 1) the implications of moving Rwanda’s AIDS coordination structures under the remit of the ‘Rwanda Biomedical Centre’; 2) the challenges of adequate integration of M&E frameworks and information systems; 3) the challenge of promoting harmonisation and alignment among development partners; and 4) the imperatives of maintaining the benefits of targeted programming to ensure sustained levels of funding for key result areas, including long-term treatment programmes (accounting for 40% of AIDS expenditure in 2008). Finally, this report concludes by emphasising the importance of leadership, accountability and commitment to delivery for strengthening MDG linkages. Although Rwanda presents us with some impressive successes, its unique history and context make it difficult to replicate its approach. Nevertheless, a number of lessons emerge that could have application elsewhere. These relate to the importance of: 1) a strong national strategic plan; 2) a focus on continuum of care and family-centred approaches with HSS at their centre; 3) evidence-based decision making and iterative learning based on principles of equity and participation; and; 4) structural integration and avoidance of parallel systems for supporting service and programme integration and cross sector linkages. Regarding the “added value” of the AIDS response it is suggested that this lies in the effectiveness of harnessing the flexibility of donors to spearhead a comprehensive country-led approach that addresses a
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number of development objectives. Addressing the counterfactual question of what have happened in the absence of the AIDS response is complex; however the resourcefulness, responsiveness, capacity and innovation of the AIDS response appears to have been unmatched, and should be neither undervalued nor underestimated. For purpose of inclusiveness, Annex 5 also encloses a summary of bi-directional linkages between the AIDS response and MDGs 2 (Education), 7 (Environmental Sustainability) and 8 (Global Partnership for Development) and vice-versa, although this was not part of the initially requested scope of work.
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1. Introduction



““Halting and reversing the spread of AIDS is not only a Goal in itself, it is a prerequisite for reaching almost all the others. How we fare in fighting AIDS will impact all our efforts to cut poverty and improve nutrition, reduce child mortality and improve maternal health, curb the spread of malaria and TB. Conversely, progress towards the other Goals is critical to progress on AIDS from education to the empowerment of women and girls.”



The United Nations Secretary-General Mr Ban Ki-moon speaking at the General Assembly High Level Meeting on AIDS, New York, June 2008



Box 1: The Eight Millennium Development Goals



MDG 1:



Eradicate extreme poverty and hunger.



MDG 2:



Achieve universal primary education.



MDG 3:



Promote gender equality.



MDG 4:



Reduce child mortality.



MDG 5:



Improve maternal health.



MDG 6:



Combat AIDS, malaria and other diseases.



MDG 7:



Ensure environmental sustainability.



MDG 8:



Develop a global partnership for development.



The Eight Millennium Development Goals (MDGs) include a number of targets and indicators that aim to promote development by improving social and economic conditions in the world's poorest countries (see Box 1). The MDGs derive from earlier international development targets and were officially established at the Millennium Summit in 2000, where world leaders adopted the United Nations Millennium Declaration. Progress towards reaching the goals has been uneven. Although some countries, such as those in South-East Asia, have made good progress, many in Sub-Saharan Africa lag behind, with some facing intractable challenges. The UN Summit on MDGs in September 2010 provides an important opportunity to reflect upon what can be achieved by 2015, and identify opportunities to assist those countries where progress has been slow. Lessons of effective interventions in Sub-Saharan Africa will be especially relevant, and may have much to teach. Growing discussion: Linkages between MDGs In recent years, there has been a growing literature on the linkages between MDGs. In part, this has been driven by the need to move beyond piecemeal or projectised approaches (Lavergne et al 2003) and, in part, it has been driven by the need to maximise efficiencies, and structural sustainability. For many, the linkages between MDG 1 (poverty and hunger) and MDG 8 (global partnerships for development) are overarching and generate fundamental questions about economic growth, redistribution, aid, trade, equity and accountability, as well as more philosophical questions regarding the nature of poverty and wellbeing (Mckay & Sumner, 2008; IDS, 2008; IDS, 2009a;b). These debates highlight the complexity of defining, addressing and measuring poverty and, above all, of attributing change. Meanwhile, the recent global economic downturn has led many countries to critically reconsider aid commitments and seek evidence of results. Within the sub-set of the “health MDGs”, namely MDGs 4, 5 and 6, there is an expanding discourse on the need to identify and promote linkages. Some of the key milestones include:
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2004: WHO and UNFPA convened a consultation in Glion, Switzerland to review the contributions that family planning could make to the prevention of HIV in women and children that led to the New York Call to Commitment linking HIV/AIDS and Sexual and Reproductive Health1. This, in turn, has led to recognition of the need for stronger links between AIDS programmes (MDG 6) initiatives and those relating to sexual and reproductive health and rights (SRH&R) (Druce et al 2006; IPPF et al. 2009), as well as gender issues (IDS 2009b). 2005: At Gleneagles in July 2005, G8 leaders helped re-energise the fight against the HIV pandemic through a commitment to reaching universal access to prevention, care and treatment services for those in need by 2010 (although follow up has been patchy). G8 leaders also gave strong support for an approach whereby HIV-related programmes are integrated with broader health services including maternal, neonatal and child health, sexual and reproductive health, and TB. 2006 & 2007: This was reinforced at the 2006 UN General Assembly High Level Meeting on AIDS (where the UN Political Declaration on AIDS established the principles of continuity of care through Universal Access), and again at the G8 Summit in 2007. Meanwhile, WHO, UNICEF, and other partners have been active in establishing the link between MDG 4 and MDG 6 by promoting the concept of the four “Ps”: PMTCT; providing paediatric treatment, preventing infection among young people and adolescents and protecting and supporting children affected by AIDS (Druce & Nolan 2007).



The focus on linkages between the health MDGs invariably leads to revisiting of debates on their relationship to health systems strengthening (HSS). The significant mobilisation of development partners and resources around the GFATM and UNITAID, as well as the contribution of the World Bank’s MAP programmes and PEPFAR, means that many of these discussions focus on MDG 6. Concerns have been expressed that HIV-specific programming, funding disparities and “stovepipe financing” undermine country efforts to strengthen integrated health systems (Segall 2003) and “crowd out” attention to other important health needs (Shiffman 2006). On the other hand, it has also been argued that integration of HIV programmes can have positive benefits for health care systems (Buve et al 2003). It has long been recognised that the AIDS pandemic can be extremely detrimental for development indicators. A study by Grant and Mundy



1



Refer to: http://www.unfpa.org/upload/lib_pub_file/321_filename_New%20York%20Call%20to% 20Commitment.pdf
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(2008) systematically analyses the potential impact of the pandemic on each of the MDGs, as well as the potential contribution of AIDS programmes to attainment of the MDGs. Whilst this schematic review has been influential there is a need to support it with documentation from country experience. It has been observed that whilst there has been considerable documentation of multisectoral approaches to AIDS response and mainstreaming initiatives (where, notably, successes seem limited) (see for example, Kohler and Stirbu 2007), there appears to be little documentation of how bi-directional linkages have been actively fostered between the AIDS response and other development outcomes, such as those associated with the MDGs (see Glossary of Terms).



Purpose of this case study This case study on Rwanda has been commissioned by UNAIDS, Geneva in advance of the Summit on the MDGs in September 2010. The purpose of this study is to contribute findings that can be used to inform discussion around the interconnectedness of the MDGs during the Summit. In the run up to the summit, development partners are keen to better understand the extent of progress made in achieving the various MDGs. It is also important for UNAIDS (on behalf of the global AIDS community) to understand how support and investment in the AIDS response is contributing to the achievement of broader MDGs in various countries. Rwanda has been selected as the first case-study (in an anticipated series of case-studies) that will highlight progress made in this respect. The two-fold objective of the Rwandan case-study is to understand: a. the added value associated with investing in the AIDS response to achieve the other MDGs (i.e. in addition to MDG 6) and; b. how investing in MDGs 4 (child health) and 5 (maternal health) in particular, affects the achievement of MDG 6 (HIV/AIDS, malaria and other diseases) The study therefore seeks to investigate the linkages between the AIDS response (i.e. investment in AIDS under the remit of MDG 6) and the achievement of the Millennium Development Goals (MDGs), and viceversa. It has also been agreed that, whilst the study will focus in



7



particular on MDG 4 (child health), MDG 5 (maternal health), it will also address violence against women2 under MDG 3 (an important social challenge in Rwanda that also impacts on the achievement of all MDGs) and touch on linkages to MDG 1 and health systems strengthening (HSS). The study will spotlight the period 2007 to 2009, but longer term trends will also be considered. UNAIDS’ choice of Rwanda for a first case study of this kind is understandable. Rwanda’s progress in addressing some of the challenges related to MDGs 4, 5 and 6 in particular is reported to have been good. There have been significant investments in the AIDS response in Rwanda and HIV prevalence is now 3% in the general population and 4.3% among pregnant women. In addition, Rwanda is representative of a country with a coordinated AIDS response whose response has already been documented as having contributed to broader health gains outside AIDS response (Grant and Mundy 2008) . Rwanda represents unique socio-cultural challenges even more pronounced in the aftermath of the 1994 genocide, with particular regard to women. Violence against women is exceptionally high in Rwanda (MIGEPROF 2004) and can contribute to increased HIV transmission (UNAIDS 1999). Investigating the impact of the AIDS response on the extent to which violence against women is addressed might also offer lessons for other countries facing similar challenges. This report begins with a brief account of the methodology used for this study. It then moves to an overview of the development context in Rwanda and a summary of progress against the MDG targets. This is following by a brief review of the AIDS response in Rwanda and a systematic presentation of Findings. Part I of the Findings focuses on the added value of the AIDS response for MDGs 4, 5, 3 and 1, as well as health systems strengthening. Part II focuses on how investments in other MDGs have supported the AIDS response. Additional detail and analysis is contained in the Annexes to the report. The reader might find it particularly useful to refer to Annex 4 for a table summarising mapping data on the bi-directional linkages between the AIDS response and other MDGs, and to Annex 5 for a table summarising contributions to health systems strengthening.
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See Glossary of Terms
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2. Methodology



The rapid assessment methodology used for this study included: ƒ An extensive desk review of available reports and publications. ƒ Preliminary mapping to capture available data, identify gaps and key issues for follow up. ƒ Key informant interviews with stakeholders at national and district level, including representatives of government (MoH, CNLS, TRAC Plus, MIGEPROF, NRL, CAMERWA), development partners (UNAIDS, UNICEF, GTZ and DFID) and civil society (RRP+, RCLS, the NFHA, FHI, CHF) to build on the preliminary mapping.3 ƒ Field visits to Western Province, Northern Province and Kigali for the purposes of direct observation, validation of preliminary findings and to seek perspectives of district officers, programme implementers, hospital directors, service providers and users. ƒ De-briefing sessions with key stakeholders in Rwanda to review preliminary findings (30th July 2010), and UNAIDS Headquarters in Geneva (12th August 2010). ƒ Presentation/circulation of successive drafts of the report for critical review.



As far as possible the team used a process of triangulation to validate and cross-check key findings. Data collection placed particular emphasis on reviewing AIDS spending between 2007 and 2009 and, as far as possible, tracking this to results. There was also an emphasis on reviewing initiatives at the level of planning and policy, operations and systems, and service delivery to assess the quality and coherence of vertical linkages (cf. IPPF et al 2009). The checklist of questions used for interview and field visits is included in Annex 5. Other tools developed for mapping national policies and strategic plans, and relevant implementation activities are available upon request. Important Note: Limitations of this Study This case study has been based on the understanding that evidence to document causal pathways between making investments in ‘X’ activities / programmes to achieve ‘Y’ outcome is not yet available. Although establishing causal pathways would represent a significant and complex – though undoubtedly very valuable – research effort, it has
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See Annex IV for a complete list of key informants.
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been agreed that this is beyond the scope of this study. In recognition that establishing causality requires rigor and resources invested over an extended period of time, this study only attempts to make a ‘step-wise’ contribution. It should be noted that a number of other key informants were contacted - especially among development partners - but unfortunately several were unavailable during the time reserved for interviews. Also, in the run up to a general election, it was not possible to meet a number of government officers. Rwanda is to be commended for some excellent documentation of strategic plans and reviews of progress. Unfortunately data collection was somewhat hampered by the fact that field work for the 2010 Demographic and Health Survey is still in progress and much data available is from 2005. Moreover, although National Health Accounts and National AIDS Spending Assessments appear to be thorough, the team was not able to access financial data beyond 2008. This report is, therefore based on a synthesis of available documents and reports, information provided by key informants and site visits.
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3. Rwanda: Country Context



Geography and demographics Rwanda is a small, landlocked country in East Africa, bordered by Burundi, the Democratic Republic of Congo, Tanzania, and Uganda. The country is administratively divided into 5 provinces – Kigali, North, South, East and West – and 30 districts. With an estimated population of over 9.2 million and a population density of 351 persons/sq km, Rwanda is the most densely populated country in Africa. The population is relatively young, with 43.5% of the entire population under 15 years old and 55.2% in the 15-49 year age bracket. The median age is 19 years and life expectancy at birth is 53.1 years. Rwanda has one of the highest fertility rates in sub-Saharan Africa, at 6.1 children per woman. Some 21.8% of the population lives in urban areas (NISR 2006; CNLS 2009b). Socio-economic situation Rwanda’s gross domestic product (GDP) per capita is USD 272; 57% of the population lives below the national poverty line and 37% live in extreme poverty. In the most recent UNDP Human Development Report, Rwanda was ranked 161st out of 179 countries on the Human Development Index (UNDP, 2009). Nevertheless, Rwanda has made impressive progress since the 1994 genocide when one million people were killed, two million became refugees and the country’s health facilities were decimated. The country’s impressive economic growth rate (currently 6% per year) has helped to reduce poverty but income is unequally distributed with a distinct urban to rural divide. Poverty is worst in rural western and southern provinces, and in households in which women are the heads of the families, which is the case for 32% of the poor. Rwanda’s projected population growth of 2·3% per year for 2005–10 is higher than the African average and is likely to slow future poverty reduction (World Bank 2007). Development Framework Rwanda` s Constitution, Economic Development and Poverty Reduction Strategy (EDPRS) 2008-2012, and Vision 2020 together provide a clear statement of the government’s high level priorities and basis for a shared agenda. The EDPRS provides a medium-term framework for achieving Vision 2020 and the Millennium Development Goals. The EDPRS is based on three flagship programmes that focus on sustainable growth for jobs and exports, poverty reduction and governance. Within this framework, gender, HIV, the environment, social inclusion and young people are treated as „cross-cutting issues‰.
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In 2008, Official Development Assistance (ODA) to Rwanda totalled USD 930 million, equivalent to around 20% of GDP (World Bank 2008).4 In general, aid dependency remains high and there are concerns about the macroeconomic effects of successive “aid surges” (Foster & Heller 2007; Ezemenari et al 2009). In particular, there has been disquiet about the sustainability of the large-scale funding going to the health sector (around 30% of all donor aid), with more than 50% of these funds being absorbed by the AIDS response (Foster et al. 2006; Druce and Dickinson 2008) (see also Figures in Annex 1). It is suggested that this is leading to misallocation of resources against burden of disease and need, as well as unacceptable contingent liability and increased fiscal risk for the GoR. Yet it is also argued that sustaining rapid scale-up of health and HIV programmes will require significantly higher economic growth and a further doubling of donor aid to the sector by 2020. Analysts emphasise the need for the GoR and development partners to engage with this issue as a matter of urgency by a) maximising efficiency gains; b) incrementally increasing domestic financing of the health sector and c) establishing new compact agreements to ensure more predictable and sustainable external financing (Foster et al 2006, Highton 2009, Lane 2009). Rwanda’s 2006 Aid Policy has begun to address some of these themes by defining conditions for development partner support and respective role and responsibilities, whilst pointing to the preferred funding mechanisms of general and sector budget support. Although some partners are responding through membership of Rwanda’s Budget Support Harmonisation Group (BSHG), full implementation of the Aid Policy is reported to be slow (Highton 2009). The Health Sector Rwanda’s health system was left devastated by the genocide and civil war of the 1990s. Throughout the past decade there has, however, been a strong focus on health systems strengthening within in the framework of the 2004 Health Policy and successive Health Sector Strategic Plans (HSSP). The current HSSP II (2009-2012) is aligned with the EDPRS 2008-2012 and Vision 2020 and acknowledges commitment to the MDGs, as well as the Africa Health Strategy 200720155 and the Abuja Declaration 2001.6 Responding to challenges of



4



5



For an analysis of the impact of Rwanda’s political background and genocide history on the aid relationship see Whitfield 2008. The Africa Health Strategy 2007-2015 acknowledges the special needs of women and children and suggests that, apart from the necessary attention for AIDS, malaria and TB, the substantial disease burden of other communicable and non-communicable
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poor infrastructure and distribution of services, lack of human resources and inequitable access to services, the Ministry of Health (MoH) has overseen the establishment and scaling up of a number of key initiatives that aim to address both supply and demand side issues. For a full description of these initiatives see Annex 2. In summary, they include:



ƒ Decentralisation of health care services is taking place as part of implementation of the National Good Governance and Decentralisation Policy (2000). 7 Important elements of the decentralisation process cover: − Structural integration whereby non-governmental health care providers are required to integrate all service provision with those of the public sector (see Basinga et al 2008).Scaling up of a cadre of − Community Health Workers (CHW for delivery of family-oriented community based services (MoH 2009b). ƒ Performance-based financing (PBF) to provide incentives to health sector staff to improve performance, especially in promoting utilisation and quality of services. (see Friederike 2008; Logie et al., 2008) ƒ Community Based Health Insurance (CBHI) or Mutuelle de Santé, has been designed to make health care services affordable and accessible and now covers 85% of the population (MoH 2009a). Although significant challenges remain for the health sector, especially with regards human resources, physical accessibility of services and aid dependency and the overall sustainability of health financing, the above initiatives are widely regarded as having made important contributions to health indicators in Rwanda including those relating to MDG 6 (Logie et al.,2008).



6



7



diseases in Africa should not be overlooked. In the Abuja Declaration 2001, African Leaders agreed to give AIDS the highest priority in national development plans. The decentralisation process entered an important second phase in 2005 with an administrative reorganisation aimed at reducing the number of provinces from 15 to 4 (in addition to Kigali) and the number of districts from 106 to 30.
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4. Progress against the MDGs



Rwanda’s 2007 Country Report on the MDGs suggests that, although significant progress has been made in achieving many MDG targets, several are unlikely to be met by 2015. Table 1 summarises data available on Rwanda’s progress in reaching key MDGs. With regards MDG 1, the GoR has given high priority to increasing incomes, reducing poverty and improving nutritional status; however, high population growth rates mean that the 2015 targets are unlikely to be met. Rwanda had increased levels of school enrolment to 95% by 2006 (MDG 2), but primary school completion and literacy levels have remained a challenge. Good progress has been made against the indicators for MDG 3 with minimal gender differences in literacy and almost 50% of seats in parliament held by women; nevertheless, violence against women is an ongoing concern. Rwanda has made important efforts to reduce child mortality: immunisation rates are high at over 84% but targets for infant and under five mortality will only be met with a sustained concerted effort. Rwanda continues to grapple with improvements in maternal health. Significant progress has been made but the maternal mortality ratio (MMR) target remains elusive. Rwanda has made exceptional progress in reaching MDG 6 targets. HIV prevalence was 3% in 2005 having declined from 5.2% in 2002. Around 77% of those in need of ARVs are now receiving treatment. Rwanda is also on track to achieve targets relating to malaria and TB. With regards MDG 7, Rwanda’s high population density and growth rate contributes to numerous environmental problems; nevertheless, a strong reforestation programme means that the country is on track to meet key targets for MDG 7. Finally, Rwanda has made progress in addressing MDG 8 having achieved HIPC debt relief eligibility in 2005; however, it is acknowledged that there are a number MDG 8 targets that are unlikely to be met (GOR 2007). A recent report suggests that a recent “aid surge” together with policy reforms has put Rwanda on track to achieve most of the health MDG targets (Lane 2009). However, the paper warns that, as noted above, health sector financing is unpredictable in the longer term, thereby putting at any risk gains made.
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Source: Logie et al 2008



Table 1: Summary of Rwanda’s Progress in Achieving Selected MDGs



5. The AIDS Response in Rwanda



For a full description of the AIDS response in Rwanda see Annex 3. HIV prevalence in the general population (aged 15-49) in Rwanda is 3%, having fallen from 11% in 2000 (MINECOFIN 2008). HIV prevalence in urban areas (7.3%) is much higher than in rural areas (2.2%); and HIV prevalence in women (3.6%) is significantly higher than among men (2.3%) [Source: RDHS (2005)]. Research and analyses from various sources point to a number of broader socio-cultural and environmental factors that influence vulnerability to HIV infection. These include: marginalisation of at risk populations; gender inequality and violence against women and girls, practices associated with multiple concurrent partnerships and crossgenerational sex; conservative attitudes in discussing sexual matters; attitudes of service providers and limited access to comprehensive prevention packages. Rwanda adheres to the “Three Ones” principles: the existence of one national coordinating body, one strategic national plan of action and one sole monitoring and evaluation framework. Overall coordination is the function of CNLS (National AIDS Commission) in collaboration with CDLS (District AIDS Control Committees). The Treatment and Research AIDS Centre (TRAC) Plus is a statutory body under the MoH and is responsible for overseeing clinical care, monitoring and research relating to AIDS, TB and malaria. Civil society organisations, ‘mass organisations’, and the private sector are also active in the national response. For example, FBOs support around 40% of health and HIV services in Rwanda, whilst the Network of Rwandese Living with HIV (RRP+) has branches in all 30 districts Since 2001, the national response to AIDS has been governed by successive National Strategic Plans (NSP). The current NSP on AIDS (2009-2012) is fully integrated with the EDPRS 2008-2012 and Vision 2020 with strong alignment of targets and indicators (for a review of the NSP 2009-2012 see Annex 3). Implementation of the NSP 2009-2012 is also being supported by a number of policy developments and sectoral plans where there has been inclusion of AIDS; these include: ƒ the Good Governance and Decentralisation Policy (2000); the Health Policy (2004); ƒ the National Policy for Orphans and Other Vulnerable Children (OVC) (2003) and the recent National Plan of Action for Orphans and Vulnerable Children; ƒ the National Reproductive Health Policy (2003); ƒ the National Policy on Condoms (2005), and; ƒ the National Policy on Gender Based Violence (2010).
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Financing of the HIV and AIDS response in Rwanda is mainly through international development partners and the government. International development partners include the Global Fund, the United States Government (USG) through PEPFAR, bilateral agencies, UN agencies, the ADB and other donors (see Table 2).



Table 2: Sources of Financing for AIDS in Rwanda for the period 2006 – 2008



Source: CNLS 2010 :23 For more detail on financing of the AIDS response and expenditure by category, see Annex 3.
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6. Findings



Part 1: The Added Value of Investments in the AIDS Response (MDG 6) for other MDGs 6.1



The Added Value of Investments in the AIDS response for MDG 4 (Child Mortality) Outcomes



Grant & Mundy (2008) suggest that investments in the AIDS response are likely to contribute to improved MDG 4 indicators are through: ƒ Provision of PMTCT services; ƒ Provision of Early Infant Diagnosis with referral for paediatric treatment; ƒ Scaling up of paediatric ART; ƒ Health systems strengthening leading to improved child health services. Below is a summary of findings against each of the three areas the AIDS response is likely to contribute to improved MDG 4 indicators: Results of AIDS investments in PMTCT: In line with successive NSP on AIDS, Rwanda has been actively scaling up PMTCT services. Figure 1 illustrates the increase in Recent reports suggest that in 2009 the number of PMTCT sites increased to 372 giving 72% coverage across all districts in the country (CNLS 2010). It was estimated that by the end of 2008 national coverage of pregnant women testing for HIV had reached 75% (MoH 2009a). As indicated in Table 3, there has been a steady increase in the number of HIV-positive pregnant women receiving ARVs to reduced risk of mother-to-child transmission (MTCT). According to EPP/Spectrum estimates, there were about 10,400 (5,300-15,700) and 10,300 (5,20015,600) HIV-positive pregnant women in need of ARVs for PMTCT in 2008 and 2009 respectively, indicating an estimated increase in coverage from 61% to 68% towards the target of 90% coverage for 2012 (CNLS 2009b).
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Figure 1: Number of PMTCT sites in Rwanda 1999-2008



Recent reports suggest that in 2009 the number of PMTCT sites increased to 372 giving 72% coverage across all districts in the country (CNLS 2010). It was estimated that by the end of 2008 national coverage of pregnant women testing for HIV had reached 75% (MoH 2009a). As indicated in Table 3, there has been a steady increase in the number of HIV-positive pregnant women receiving ARVs to reduced risk of mother-to-child transmission (MTCT). According to EPP/Spectrum estimates, there were about 10,400 (5,300-15,700) and 10,300 (5,200-15,600) HIV-positive pregnant women in need of ARVs for PMTCT in 2008 and 2009 respectively, indicating an estimated increase in coverage from 61% to 68% towards the target of 90% coverage for 2012 (CNLS 2009b).



Table 3: Scale up of PMTCT 2006-2009 Indicators on PMTCT programme



2006



2007



2008



2009



Pregnant women attending ANC



230,623



223,028



304,23 2



NDA



Pregnant women tested through PMTCT



216,326



212,501



294,70 4



294,4 57



Percentage of partners testing



52.4%



63%



78%



84%



Women testing positive and joining PMTCT programme



9,583



8,059



5,528



NDA



No. women receiving ARV prophylaxis



6,611



6,183



6,387



7,030



No. infants treated with NVP



4,274



5,951



5,755



6,684



NDA= No data available at time of writing the report Data sources CNLS 2009a; CNLS 2010
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Rwanda is currently revising national PMTCT guidelines in accordance with the 2009 WHO recommendations, which include commencing HIV positive pregnant women HAART if their CD4 count is below 350, and new provisions for ART for mother and child throughout the breastfeeding period. However, even by 2008, two-thirds of pregnant women who were eligible for HAART had commenced treatment during pregnancy (CNLS 2010 ). Key informants suggest that as a “spin off” of structural integration and decentralisation of primary health care services, Rwanda is now moving towards offering PMTCT services as part of comprehensive ANC services. Although less than 25% of pregnant women had the four WHO recommended ANC visits, nearly all women come at least for one antenatal care visit, which has been used as an excellent opportunity to provide PMTCT services.8 The number of infants receiving prophylaxis at birth has also increased steadily, reaching 6,684 in 2009. The latter represent about 86% of all notified births from HIV positive mothers (CNLS 2010).



Results of AIDS investments in Early Infant Diagnosis: About 50% of PMTCT sites in 2008 and 70% of sites in 2009 offer Early Infant Diagnosis (EID) to increase the chances of early initiation of treatment for children. However, TRAC Plus suggests that only 28% of children were in fact accessing EID in 2008. Efforts are now being made to include follow-up for HIV exposed infants in routine growth monitoring and immunisation programmes. The percentage of infants born to HIV-infected mothers who were infected by 18 months decreased from 11.9% in 2005 to 6.9% in 2008 (CNLS 2010). 9 MoH reports suggest that, between 2007 and 2008, around 50% of mother to child transmission took place during breastfeeding. It is anticipated that full adoption of the 2009 WHO PMTCT guidelines will help to address this issue.



8



Key informant interviews MOH and FHI 19 -23 July 2010.



9



th



Note this 2008 figure is considerably higher than the figure of 3.2% given in MoH 2009a.
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Results of AIDS investments in Paediatric treatment: The sustained scale-up of ART coverage for adults is a major success for the country with 77% of adults in need of ART receiving it by 2009. Coverage of ART for children (0-14) is much lower: 54% in 2008 (5,653 children receiving treatment out of 10,600 needing it) and 49% in 2009 (6,679 children receiving treatment out of 13,500 needing it). TRAC Plus acknowledges that more efforts to diagnose and treat HIV positive children need to be put in place (CNLS 2010). Figure 2 below shows the scale up of ART and the proportion of children receiving ART from 2006-2009.



Figure 2: Number of children receiving ART as part of ART ScaleUp 2006-2009 90,000 80,000 70,000 No children receiving ART



60,000 50,000



No adult females receiving ART



40,000



No adult males receiving ART



30,000 20,000 10,000 0 2006 2007 2008 2009



By 2008, 45 health facilities had initiated support groups for HIV positive children and adolescents. It was reported that, in 2008, 1556 children and adolescents were being assisted through 93 support groups managed by 101 trained counsellors. It was suggested that this activity had contributed to additional enrolment of children in treatment and care.
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Results of AIDS investments in Health systems strengthening, leading to improved child health services: See Section 6.3 for contributions to the ‘building blocks’ of the health system that are likely to have benefits for child health services. Notably, CNLS and UNICEF key informants observe that AIDS resources have been used to:10 ƒ Support access to PHC services by OVC and the poor through Community Based health Insurance (CBHI). For example Rwanda Global Fund Round 5 grant was used to pay CBHI subscriptions for 295,630 OVC by 2009. ƒ Contribute to the PBF system which supports growth monitoring, immunisation and IMCI services for children (as well as HIV services such as VCT and PMTCT). AIDS financing provided of USD 2,078,646 for PBF in 2008 (16.7% of the total PBF budget). Notably, around USD 139,000 was contributed by the PEPFARfunded Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) (MoH 2009a). ƒ Support the establishment of a cadre of CHW that plays a key role in growth monitoring, immunisation and IMCI services for children. For example, Global Fund Round 3 resources for AIDS were used to support 24 community-based cooperatives for CHW by January 2010.



Financial contributions from the AIDS response to MDG 4, 2007-2009: Table 4 summarises available data on relevant financial contributions from the AIDS response to MDG 4 in 2007 and 2008:



10



See also MoH (2009a)
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Table 4: Financial contributions from the AIDS response to MDG 4 Activity



Total AIDS Spending 2007 (USD)



Total AIDS Spending 2008 (USD)



Comments



PMTCT services



2,709,500



3,130,564



Percentage variation 20072008: 16%. Principal funding sources USG



Paediatric ART



2,779,390



4,332,990



Important note: these figures are estimated from the proportion of children on treatment as a proportion of total expenditure on treatment for the general population. The latter rose from USD 27 million in 2007 to USD 44 million in 2008 (an increase of 38%), with spending covering hospital care and nutrition support, as well as ARVs. The majority of these funds were derived from Global Fund and USG sources.



No disaggregated data available



No disaggregated data available



See Section 7.1.3



Health systems strengthening



Data source: CNLS 2010



Additional notes on AIDS investment contributions to MDG 4: In Rwanda, the infant mortality rate increased from 85 deaths per 1,000 live births in 1992 to 107 deaths per 1,000 live births in 2000. This increase was mostly due to the devastating genocide of 1994 and its aftermath. By 2005, the situation had improved and the infant mortality rate had returned to 86 deaths per 1,000 live births (RDHS 2005) and had reached 62 per 1,000 live births by 2008 (IDHS 2008), thereby making good progress towards the MDG target of 28 per 1,000 live births. The U5MR had reached 103 per 1,000 live births by 2008 (NISR 2008) and, with an estimated rate of decrease of 6 per 1,000 a year since 1994, is also considered to be making good progress towards the MDG target (50 per 1,000 live births). Over 84% of children had received vaccination against measles by 2005 (RDHS 2005) and DPT3 coverage had reached 95% by 2008 (IDHS 2008). This impressive progress against key MDG indicators has been largely attributed to effective scaling up of IMCI and EPI programmes. It is noted, however, that key challenges for child health relate to under five nutrition: 7% of children under five are wasted; 24% are underweight and 43% are stunted (MoH 2009). Although Stuckler et al 2010 suggest that every additional percentage point of HIV prevalence is associated with 9% higher under 5 mortality in low income countries, this remains difficult to confirm for Rwanda. Between 2000 and 2003, AIDS was estimated to account for 5% of under five mortality (WHO 2006) and this had fallen to 2% of under five
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mortality in 2008 (MoH 2009a). During this period, the above interventions had been scaled up rapidly. This suggests that by 2008 effective HIV interventions could account for around 3% (or 1,230)11 of under five deaths averted. 12 Key informants suggest that, in Rwanda, care and support through comprehensive programmes for orphans and vulnerable children (OVC) (that include nutritional support and access to primary health care services) could also contribute to child survival. Review of investments in care and support for OVC will be covered under discussions relating to MDG 1. 6.2



The Added Value of Investments in the AIDS Response for MDG 5 (Maternal Health) Outcomes



Grant and Mundy (2008) suggest that the principal ways investments in the AIDS response are likely to have contributed to improved MDG 5 indicators are through: ƒ Provision of VCT services that include basic sexual and reproductive health services and linkages/referrals to ANC/PMTCT/MCH and full sexual and reproductive services, as well as ART. ƒ Provision of PMTCT services that provide ART for pregnant women and referrals for ANC, MCH support, SRH and family planning services; ƒ Promotion of SRH and family planning (including condom promotion for dual protection); ƒ Health systems strengthening leading to improved maternal health services. Results of AIDS investments in VCT: Figure 3 shows the progressive increase in VCT among women, reaching some 750,000 in 2009. The number of sites providing VCT has increased considerably in recent years. In 2003, there were only 44 sites offering VCT; this had increased to 395 (76% of health facilities) sites in 2009. Basic reproductive health counselling and referral of pregnant women for PMTCT and ART are now routine parts of this service in Rwanda.



11



12



MOH 2009a estimates that there were a total of 41,000 under five deaths in Rwanda in 2008 A Basics 2009 Report suggests that national figures for under five mortality attributed to AIDS may have been underestimated because AIDS is frequently associated with coinfection in Rwanda,
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VCT is, of course, a key entry point for accessing ART services. The number of female adults receiving ART reached 43,616 in 2009 and, as Figure 2 above shows, the proportion of HIV positive female adults receiving ARVs was higher (61%) than male adults (39%) (CNLS 2010). Figure 3: Number of people tested at VCT sites by sex, 2002-2009



Scaling up of VCT services as part of integrated service provision was the principal theme of Rwanda’ s Round 1 award from the Global Fund. The grant of USD 14,641,046 supported scale up of VCT to 122 sites. Within these sites, PMTCT services, treatment of opportunistic infections and STIs, and linkages to TB services were also strengthened as part of a comprehensive package of care (GFATM 2010).
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Box 2: Strengthening PMTCT Services in Karongi District In recent years, provision of PMTCT services in the public sector has been significantly strengthened through support from the PEPFAR-funded ICAP and FHI programmes. In Karongi District of Western Province coverage of women attending antenatal consultation is 98% and pregnant women are encouraged to bring their partners for testing. When a pregnant woman is found to be HIVpositive, she receives same-day post-test counselling and her blood is drawn for a CD4 count. She is enrolled into comprehensive care and followed up until her baby is 18 months old. ART prophylaxis is provided. Six weeks after delivery, the mother comes for counselling on family planning and the child receives PCR for EID and prophylactic cotrimoxizole syrup. Every month, the mother brings the child for follow up, during which the height, weight, cranial perimeter and the neurological and psychomotor development of the child are assessed. She also receives nutrition counselling; health personnel examine the nutrition status of the child and refer cases as needed. After 6 months, the child receives nutritional supplements. At 9 and 18 months, the child undergoes a serology test. Other activities include training, recruitment of additional personnel, training of community health workers, provision of equipment in the maternity ward and laboratory, provision of reagents and drugs, and sensitization of women to turn up for antenatal consultation (utilising peer education to ensure community involvement). Source: Site visits July 2010 & CNLS 2010:45



Additional Findings for results of AIDS investments in PMTCT: See data from section 6.1 above. As indicated in section 6.1, Rwanda has moved to implementation of the WHO guidelines on PMTCT and HAART is now provided for HIV positive pregnant women regardless of CD4 count. PMTCT is also seen as an important entry point for comprehensive counselling of pregnant women on a range of health related issues (nutrition, malaria, immunization, family planning, safe delivery, infant feeding) and Rwanda’s policy of integrated service provision (see section 4) is leading to increased continuity of care with general ANC and other MCH services (see Box 2). In order to increase the uptake of HIV testing among pregnant women, provider-initiated testing and counselling with informed consent was initiated in 2008 and is currently included part of the national PMTCT guidelines. TRAC Plus data suggest rapid HIV testing with same-day return of results is also currently provided. The number of pregnant women tested for HIV reached 294,704 and 294,457 in 2008 and 2009 respectively. Nearly all women tested received their results in 2009. In 2009, 235,113 of these women were also tested for syphilis (2% prevalence found) (CNLS 2010). Key informants report that in Rwanda, great efforts are made to encourage the partners of pregnant women to be tested for HIV and to offer couple counselling and testing. TRAC Plus data indicate that among pregnant women who tested for HIV, an average of 78% in 2008 and 84% in 2009 of their partners agreed to have a test, compared to only 33% in 2005. It is argued that extending this initiative (as part of a broader family-centred approach) is very important given the high number of discordant couples 13 (op,cit.). An FHI research study of 30 primary health care centres before and after the introduction of “basic HIV care” (including VCT, PMTCT and prophylactic therapy) found positive associations for increased use of general PHC services, with increased coverage rates of new ANC clients from 68% to 81%, increased vaccination coverage rates for children from 79% to 87%, and significantly increased coverage of reproductive health services. These findings were attributed to



13



About 3.7% of heterosexual couples are HIV sero-discordant as per national VCT data, rising to 7.1% in Kigali (CNLS 2010).
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Box 3: Maximising Opportunities to Strengthen the Link between the AIDS Response and Family Planning Rwanda is believed to be one of the first countries to “fund contraceptives” as part of its efforts to fight HIV . Contraceptives are being distributed as part of the national family planning programme which is being integrated with HIV services; they are not be “ringfenced” for specific HIV programmes. The financing from the Global Fund is equivalent to about 20 percent of the total funds required for public sector contraceptives for 2006–2008. Existing partners are increasing their financial support in addition to this new funding. This initiative is considered to be the result of advocacy at both the international level and the national level in Rwanda. Internationally, reproductive health advocates have long argued for this type of support. At the national level, support for this financing came from the highest levels in the MoH following collation of data on financing needs for contraceptives, and a clearly identified a future funding gap. Source: http://www.hivandsrh.org/newsletter/Gl obal_Fund_Rwanda.pdf



improved health worker capacity and health facility infrastructure at sites incorporating HIV care. The study has also been used to refute the claim that HIV programmes produce adverse effects on non-HIV service delivery (Price et al 2009). Similarly, in 2008 the MoH reported increased use of maternity services in health facilities offering PMTCT: at health facilities offering PMTCT as part of integrated services, the number of assisted deliveries was reported to be 16% higher than the national average of 45% (MoH 2009a:70). Results of AIDS investments in SRH and Family Planning:



Promotion of SRH and family planning has long been integral to Rwanda’s HIV prevention strategies, particularly for young people. Unfortunately, expenditure data is difficult to disaggregate but there are clear references to BCC promoting safer sexual behaviour and educating young people on sexual responsibility in the NSP on AIDS for 2005-2009 and 2009 -2012. Notably, USG spending on prevention activities among young people totalled USD 1,333,871 in 2007 (although spending decreased in 2008). UNFPA (within the “UN Delivering as One” initiative) has also provided significant technical support for comprehensive condom programming and promotion of complete, integrated health care packages (including, for example, maternal and youth friendly SRH services, education on gender equity, human rights, environmental protection, nutrition and healthy lifestyles). Operational guidelines on PMTCT include promotion of family planning services and the UNGASS Country Report (CNLS 2010:50) refers to efforts being made to integrate HIV and family planning services. In recent years, Rwanda has seen a significant increase in demand for modern contraceptives. Indeed, the use of modern contraceptive methods has increased almost threefold in just three years -from 10% in 2005 to 27 % in 2008 (MoH 2009b). This success has meant a significant increase in the funding required, but it has also opened up opportunities to extend HIV services through the family planning programme. Rwanda’s Global Fund Round 7 award for AIDS includes funding of around USD 800,000 for procurement and delivery of modern contraceptives over 3 years commencing 2008 (see Box 4). In 2008, 6,023 HIV positive women received contraception, representing around 79% of potential HIV positive acceptors (MoH 2009a:71). A 2008 study found that there may be considerable unmet need for family panning among HIV positive women in Rwanda (73% of pregnancies in the study group of HIV positive women were unplanned, and were partly a consequence of unmet need for family planning; use
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of dual protection was also extremely low (Bangendanye 2008:34-35)). The study recommends that, within the context of integrated service provision, health facility staff need to be trained to meet the special needs of HIV positive women, and it could be appropriate to make longer term contraceptive methods more accessible to them. It was also suggested that further studies are required to understand the effects of antiretroviral therapy on contraceptive use and reproductive health in this group, and to establish the psychosocial factors that influence unprotected sex by HIV positive women and their partners. In 2008, the CNLS conducted a situational analysis for condom programming in Rwanda to provide an overview of the situation for the supply of and demand for both male and female condoms. In 2009, based on the results from the situational analysis, the CNLS developed a strategy for a coordinated response to comprehensive condom programming (CCP) that, in line with the National Condom Policy 2005, reiterated the importance and effectiveness of condoms in the prevention of unintended pregnancies and HIV/STIs. The Table below shows CNLS data on male condom consumption 2000-2008: Table 5: Male Condom consumption 2006-2008 according to the Condom Programming Rapid Assessment Condom programming Sold (social marketing) Distributed through the public sector Total male condoms distributed Number sold as percentage of total



2006



2007



2008



9,979,100



7,508,400



7,552,900



833,900



1,649,300



3,453,500



10, 813,000



9,157,700



11,006,400



92%



82%



69%



Source: CNLS 2009a:82



As part of HIV prevention efforts, Rwanda also aims to provide a comprehensive package of services for the prevention and management of STIs other than HIV. These services include counselling, an offer to test for HIV, advice on safer sex and access to
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STI treatment. STI detection is based on systematic screening, and syndromic case management. The percentage of women and men with STIs appropriately diagnosed, treated and counselled at health facilities were 49% and 52% respectively (RDHS 2005). In 2008 and 2009, HIV resources also contributed to the development of New National STI Guidelines; increased availability of essential drugs for treating STIs and the development of an STI screening tool for use with both HIVnegative and HIV-positive people (CNLS 2010 :35). Results of AIDS investments in Health systems strengthening leading to improved maternal health services: See Section 6.3 and Annex 6 for contributions to the ‘building blocks’ of the health system that are likely to have benefits for maternal health services. Key contributions from the AIDS response include support for roll out of the CBHI, PBF and high levels of technical assistance at integrated health facilities, especially through the USG and FBOs. In recent years, greater flexibility of funders (such as the USG and GFATM) combined with the relative autonomy of health facility management means that AIDS resources can be used for infrastructure improvements that benefit general health care delivery, including maternity services. Financial contributions from the AIDS response 2007-2009: Table 6 summarises available data on financial investments from the AIDS response in 2007 and 2008: Activity



Total AIDS Spending 2007 (USD)



Total AIDS Spending 2008 (USD)



Comments



VCT services



2,068,750



1,980,829



Principal funding source USG



PMTCT services



2,709,500



3,130,564



Percentage variation 2007-2008: 16%. Principal funding source USG



Promotion of SRH



No disaggregated data available



Improving management of STI



254,583



271,396



No disaggregated data available



No disaggregated data available



Public and commercial sector condom provision, including condom social marketing



628,288



1,425,055



Principal funding sources USG. Only recorded expenditure for social marketing was USD 14,727 in 2008.



Health systems strengthening



No disaggregated data available



No disaggregated data available



See Section 7.1.3



Promotion of family planning



Principal funding sources USG



Table 6: Financial Contributions from the AIDS response to MDG 5
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Additional notes on Results of AIDS investments in contributions to MDG 5: The MMR increased from 500 in 1992 to 1,071 in 2000 as a consequence of the 1994 genocide. However, by 2005, the MMR had declined to 750 per 100,000 live births, a reduction of nearly 30%. Progress has been largely been attributed to supply and demand-side interventions (MoH 2009b). The percentage of deliveries assisted by skilled staff has increased from 31% in 2005 to 52% in 2008. In 2008, the percentage of pregnant women attending at least one ANC visit was 94%, although less than 25% attended four visits in accordance with WHO guidelines (CNLS 2010). The prevalence of modern contraceptive use among women 15 to 49 years has increased from 10% in 2005 to 27% in 2008, and finally, total fertility rate decreased from 6.1 to 5.5 over the same period (MoH 2009b). Global studies suggest that, in the absence of HIV, MMR worldwide would have been 18% lower in 2008. Although this figure cannot be applied directly to Rwanda, it does give some indication of the potential impact of effective HIV programmes. There has, indeed, been rapid scale up of relevant HIV programmes in Rwanda (such as VCT and PMTCT with access to treatment for women and linkages to family planning, ANC and other reproductive health services), and these appear to map well onto the decline in MMR. However, Annex 4 shows that since 2000 there have been a number of other positive developments (such as the 23% increase in contraceptive use, the 21% increase in assisted births and the 62% drop in malaria morbidity) that are likely to have made highly significant contributions to the decline in MMR, as well as improved maternal health outcomes. 6.3 The Added Value of Investments in the AIDS Response for Health Systems Strengthening Overview See Annex 6 for a summary table of how AIDS investments have contributed to the six WHO ‘building blocks’ of health systems strengthening (HSS).14



14



For a discussion of good practice principles to support health systems strengthening through the AIDS response see Druce and Dickinson 2008. In addition to harmonisation and alignment efforts, these include: building the health sector response to HIV as a whole; investing in a common understanding of health systems among all stakeholders; and the need for effective technical support.
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Box 4: Support for Medical Laboratories In Rwanda, resources from the AIDS response have played a major role in strengthening infrastructure and systems for national medical laboratories. The National Reference Laboratory (NRL) has been strengthened in terms of infrastructure, computerised systems, staff capacity and equipment using AIDS funding. Infrastructure at decentralised levels has been improved and extended and there are now laboratory technicians in all district hospitals, with 2-3 laboratory technicians in most health centres. There has been large scale equipping of health centres and district hospitals with microscopes, haematology and biochemistry machines and, in most cases, immunology automates (for CD4). Each of the 30 district hospitals is now equipped with a CD4 machine. AIDS investments have also contributed to sample transport systems, transmission of results and improved quality assurance. Source: field visits and key informant interviews, July 2010



Key informants suggest that, given the devastation of the health system during the 1994 genocide, the leadership of the CCM and the GoR have successfully used every opportunity to include elements of HSS in Global Fund proposals from as early as Round 1. Rwanda’s Round 5 proposal was specifically focused on AIDS and HSS with grant monies being used to improve financial accessibility to health care and improve quality of health care delivery for the poor, PLHIV and members of vulnerable groups. To date, the grant has been used to finance CBHI membership fees for 2,924,313 poor, OVC and PLHIV and to provide technical assistance to the insurance providers. The programme has also offered pre-service and in-service training to 5,789 clinical and other health service staff and has provided electricity to 37 health centres (GFATM 2010). Many key informants cited financial and technical contributions from the AIDS response to the medicallaboratory infrastructure (see Box 4) and the national medical stores (Central d’Achat des Medicaments Essentials et Consommables du Rwanda (CAMERWA)) as having played an important role in HSS. With regards CAMERWA, resources from the Global Fund, USG and UNITAID have strengthened the Coordinated Procurement and Distribution System (CPDS) and the whole medicines supply chain, including: quantification; standardisation; timely supply and distribution; infrastructure and transportation; information management systems; stock-out prevention, as well as storage, distribution and management at decentralised levels.15 As indicated above, the USG is one of Rwanda’s largest funders of AIDS programmes through the PEPFAR initiative. Between 2006 and 2008, PEPFAR financing for the AIDS response increased from USD 28,844,816 (32% of the total financing) to USD 59,529,512 (54% of total financing) (CNLS 2010). The PEPFAR funding framework is strongly aligned to the NSP and, importantly, there is also a commitment to support rehabilitation of infrastructure and health systems strengthening. Specifically, the USG contributes to: logistics support, laboratory support, management information systems through assistance provided to the Ministry of Health, National AIDS Control Commission (CNLS), Treatment and Research AIDS Centre Plus (TRAC Plus), National Reference Laboratory, Central Medical Stores of Rwanda (CAMERWA), and the National Blood Transfusion Service (CNTS).16
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Source: key informant interviews MOH, CAMERWA and UNICEF 25 -30 July 2010. See http://www.usaid.gov/rw/our_work/programs/pepfar.html
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Financial contributions from the AIDS response to HSS: Table 6 below summarises available data on contributions to HSS from the AIDS response over the period 2007 to 2008.



Table 6: Financial contributions from the AIDS response to HSS 2007 and 2008 Item



AIDS spending 2007 (USD)



AIDS spending 2008 (USD)



Comments



General Systems Strengthening Drug supply systems (CAMERWA)



630,365



1,494,788



Main source USG



Safe medical injections



1,572,470



1,482,420



Main source USG



Information technology



49,175



153,557



Main source USG



Upgrading laboratory infrastructure



1,447,971



3,124,118



Main sources USG and GoR



Construction/refurbishment health centres



276,999



210,525



Main source USG and bilateral donors



Monetary incentives for physicians



31,006



Nil recorded



Main source bilateral donors



Monetary incentives for nurses



1,022,845



Nil recorded



Main source bilateral donors



Training



1,814,343



1,756,570



Main sources USG, GoR, World Bank (2007) and Global Fund (2008)



Other incentives for human resources



2,960,789



3,158,975



Main sources USG, GoR and World Bank



Total spending on HSS



9,798,963



11,380,953



% variance 2007-2008: +16%



Total all AIDS spending



74, 564,938



110,811,596



HSS spending as % of total of all AIDS spending



13%



10%



Incentives for Human Resources17



Source: National Funding Matrix 2007 +2008 (CNLS 2010 )



The above table is based on available data for standard NASA categories and may not be comprehensive. However, we can deduce that AIDS spending on HSS constituted to at least 13% of total AIDS spending in 2007 and 10% of AIDS spending in 2008.



17



Mostly through the PBF system
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6.4



The Added Value of Investments in the AIDS Response for MDG 3 (Gender Equality) Outcomes



In accordance with the TOR for this assignment, this section will focus on potential “spin offs” from the AIDS response for violence against women (VAW). Grant and Mundy (2008) suggest that ways in which the AIDS response is likely to address VAW include: ƒ Promotion of SRH&R, as well as general human rights; ƒ Behaviour change initiatives including life skills training, male involvement and gender awareness; ƒ Provision of clinical services and appropriate referral for victims of sexual violence; ƒ Promotion of economic security for women and girls. In this section, the above programme areas will be considered together. Overview of relevant progammes Although Rwanda has made good progress in reaching the targets for MDG 3, it is widely acknowledged that violence against women remains a challenge and that women and girls bear an increased risk of HIV infection and are disproportionately affected by its impact NISR 2007; 2010). Output 4.2 of the NSP on AIDS 2005-2009 aimed to “defend and promote human rights” whilst Output 4.2.3 aimed to “protect young girls and women from domestic and sexual violence, as well as sexual harassment”. The Joint Review of the NSP 2005-2009:10 suggested that “important steps have been made in the establishment of an enabling environment for legal and policy framework for the protection of PLHIV and OVC rights, and for prevention and prosecution of sexual violence.” Key activities included: ƒ Training of police officers, judges and local government leaders on Gender Based violence (GBV) and human rights, to improve legal support and access to counselling services in partnership with associations for the promotion of women’s rights. Further, Global Fund resources from Round 7 support an OVC programme under the Ministry of Gender and Family Promotion (MIGEPROF) that
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Box 5: The One Stop Centre for Victims of Sexual Violence at Kacyiru Hospital The One Stop Centre was opened in Kacyiru Hospital in mid-July 2009 and is a relatively new multi-sectoral initiative of the Government (in particular the Rwanda National Police) and the UN (UNFPA, UNIFEM and UNICEF). Notably, the Centre is an extension of services at a health facility recently refurbished using Global Fund resources. As its name suggests, the Centre is designed to provide the full range of services to meet the health, psycho-social and legal needs of survivors of sexual and gender-based violence in one location. The Centre is the first of its kind in Rwanda. In addition to addressing an identified and urgent need, the Centre is providing opportunities for individual and institutional learning that will assist the roll-out and scale up of similar centres and services in other locations. The Centre has not been in operation long enough to provide substantive data and evidence of outreach and success. However, staff members are reporting that outreach activities have resulted in increasing numbers of clients, with the number of clients quadrupling from July 2009 to October 2009. The One Stop Centre represents one strand of a strategic approach to gender based violence that includes prevention. The programme has adopted a twin-track approach of addressing legal and policy issues (UN agencies are working with the judiciary and government in formulating a GBV policy), as well as establishing systems and procedures for an effective response. Key informants suggest this gives the broader initiative both substance and authority, whilst simultaneously meeting demand for comprehensive sexual violence services. Site visit July 2010 and CNLS 2010:46



includes training for local leaders in sexual abuse, gender issues and child rights. ƒ Infrastructure development supporting a ‘One Stop Centre’ at Kacyiru Hospital in Kigali. The Centre is designed to provide a full range of services to meet the health, psycho-social and legal needs of survivors of sexual and gender-based violence in one location (see Box 5). ƒ Use of PEPFAR resources to establish a Legal Consultation Centre in Rubavu District that provides advice on human rights, legal advice and representation for PLHIV, as well as victims of sexual violence. A visit to the Centre by the Consultants elicited several moving stories about legal advice and legal aid assistance provided to PLHIV women who had been victims of sexual violence or exploitation. The Centre assists approximately 15-20 female victims of sexual violence per year.



In addition, Rwanda’s GFATM Round 7 (AIDS grant) award allowed 16 service providers to be trained in identification, care and treatment of rape victims, and 272 volunteer victim advocates to be trained in identification and treatment of rape victims. Key informants suggest that health system strengthening associated with the AIDS response is likely to have improved clinical services for victims of sexual abuse, whilst the network of CHW assists in monitoring victims of GBV. Gender issues are also addressed within peer education and behaviour change communication programmes (see also section 6.2. above). In the NSP 2009-2012 promotion of human rights, gender equity and sexual and reproductive health and rights are incorporated as “overarching principles”.18 With regards promotion of economic security for women, reports suggest that around 70% of RRP+ support groups are women (CNLS 2009a). These groups, together with related micro-finance projects, are now being assisted to make the transition from “associations” to cooperatives to increase their economic impact (see also section 6.5
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The NSP also identifies the need to extend services to marginalised groups (such as sex workers, MSM and people with disabilities) as an important equity and human rights issue.
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below). A visit by the Consultants to a cooperative for commercial sex workers (CSWs) in Gisenyi, Western Province revealed that, until 2008, the group was one of many that received grants under the World Bank’s MAP II initiative. Since 2008, the group has been the beneficiary of bridge funding and training from UNFPA; it is now anticipating a grant under the Global Fund’s forthcoming NSA award to Rwanda. CSW are considered a ‘most at risk population’ (MARP) under the NSA award. The group has recently registered as a cooperative and aims to generate alternative incomes by expanding a nascent sewing centre and hair salon. Financial contributions from the AIDS response 2007-2009: It has proved difficult to disaggregate expenditure on this item from available financial records; however, the UNGASS Country Report (2010) suggests there has been a 15% increase in expenditure on “the enabling environment” (covering promotion of human rights and gender projects) from USD 2,310,109 in 2007 to USD 2,868,683 in 2008. It was also reported that spending on adult and young women (15 years and over) living with HIV was USD 626,410 in 2008. Expenditure on female sex workers and their clients was a rather modest USD 2,696 in 2008; however this is likely to increase as it is a key focus area of the NSP on AIDS 2009-2012.



6.5 The Added Value of Investments in the AIDS Response for MDG 1 (Poverty and Hunger) Outcomes



Grant and Mundy (2008) suggest that the AIDS response is likely to contribute to MDG 1 outcomes through: ƒ Social protection, microfinance and employment creation initiatives; ƒ Nutrition supplementation and food security programmes ƒ Care and support for OVC Results of AIDS investments in Social Protection, microfinance and employment creation initiatives: An explicit outcome of the NSP on AIDS 2005-2009 was to “improve the socio-economic conditions in Rwanda (and assure vulnerable groups benefit as much as others)” (Outcome 4.1). The new NSP on AIDS 2009-2012 builds on lessons learnt from implementation of the former NSP and includes the Outcome: “People infected/affected by HIV (including child headed households) have improved economic
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opportunities and social protection.” This Outcome supports the desired Impact: “Persons infected or affected by HIV AIDS have the same opportunities as the general population”. It is notable that the wording in the new NSP was deliberated at length, as some stakeholders argued that, in a country where poverty is widespread, individuals infected and affected by HIV should not receive disproportionate economic benefits.19 Successive studies and reviews from Rwanda indicate that it is not possible to draw definitive conclusions about the contribution of AIDS initiatives to the general socio-economic status of the population (CNLS 2009a:55). However, CNLS reports indicate a steady progression in funds allocated to PLHIV, Income Generating Activities (IGA) and micro-finance projects since 2005. By 2007, 816 ‘micro-projects’ were being funded with an estimated 33,166 beneficiaries. It is also reported that IGA funding has helped a large number of PLHIV associations initiate projects that have had “profound effects on their livelihoods, more so in terms of decreased stigmatisation and social isolation than in terms of economic status per se” (CNLS 2009a:10). The majority of beneficiaries of these IGA are women, reflecting their participation in associations where they represent about 70% of all members (op. cit.). Several reports indicate that capacity and business skills in micro projects have been weak. These challenges are specifically addressed in the NSP 2009-2012. Also micro-finance institutions in Rwanda continue to regard PLHIV associations as high-risk (CNLS 2009a:57). In order to address this issue, the NSP 2009-12 provides for establishment of a guarantee fund for cooperatives and strengthened partnerships with financial institutions. As a response - and due to changes in the regulatory environment - 526 PLHIV associations (out of 1,304) had been turned into cooperatives by 2009. This accounts for 86,837 members of which 61,709 are HIV positive. The transformation of associations into cooperatives is considered to have brought improvements in the general functioning and financial accountability of associations, with many directly addressing livelihood and food security issues.20
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Key informant comment, UNAIDS 30 July 2010. CNLS and RRP+ key informant interviews 16-23 July 2010.
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Results of AIDS investments in nutrition supplementation and food security programmes: The NSP 2005-9 made provision for nutritional support to be provided for people on ART. Following revision of related policy directives, pilot trainings on nutritional management of people infected and affected by HIV and infants born to HIV+ mothers were conducted. However, records indicate that scale-up was slow in the public sector. In the NGO sector, the PEPFAR-funded Community HIV&AIDS Mobilisation Project of CHF21 provided significant nutritional support for PLHIV, with food being provided to exposed infants under five in 950 households of 11 districts (CNLS 2009a). The NSP 2009-2012 builds on lessons learnt and places greater emphasis on allocating resources to promote household food security through collaboration with the Ministry of Agriculture and Animal Resources. Recently there has been an emphasis on promoting collective ‘kitchen garden’ initiatives using land allocated to cooperatives by GoR. These have an educational and demonstration component, as well as providing additional food security for participating households. Key informants report that therapeutic nutrition supplements continue to be provided on a significant scale for ART patients in accordance with the National Guidelines for Food and Nutritional Support for People Living with AIDS in Rwanda and nutrition support remains part of the basic OVC package. Inclusion criteria are, however, strictly applied.22 Although substantial resources have been allocated to nutrition support from the AIDS response, this area remains challenging according to officials. It has been suggested that there is a lack of national data on the number of households receiving food support in the community, making it difficult to assess overall progress. Also implementing partners still tend to provide different packages (see also CNLS 2009a: 48). Results of AIDS investments in Care and Support for OVC: There are about 1,350,800 OVC in Rwanda between the ages of 0 and 17. It is estimated that AIDS accounts for nearly a fifth of these: the number of children (0-14 years old) having lost one or both parents because of HIV was estimated to be about 203,000 in 2008 (CNLS
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Now known as the USAID Higubeho Project. th Key informant interview RRP+ 16 July 2010.
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Box 6: “Turning Rabbits into Cows”: OVC Care and Support in Rubaya Rubaya is a small but busy town on the border between Rwanda and Uganda. Beyond the truck stops and bars, a dispersed rural community works the fields and hillside terraces growing corn, potatoes and bananas. Aaron is a bright-eyed six year old who carefully tends his three wooden hutches filled with small white rabbits. Some four years ago his mother, Serapia, became ill and was diagnosed as HIV positive. Rejected by her husband, she returned to the tiny hillside home of her elderly mother. With no source of income and little land, the family struggled to make ends meet. In 2007, Aaron was identified by his community as meeting the criteria of a “vulnerable child” and was registered at the District Administration. Following establishment of an FHI programme in the area, he was recruited into an OVC project that provided him with a basic package of healthcare, education, nutrition and social welfare services. As part of an income generation initiative, he was given a single female rabbit, and he and Serapia were taught how to care for it. The rabbit was mated and soon began to produce a clutch of offspring every two months. Aaron and his mother have been able to sell the offspring and now have a regular source of income and meat to supplement the family diet. A few months ago, Serapia took a loan from her RRP+ cooperative and, with a sum saved from the sale of rabbits, has been able to buy a cow. This cow now provides the family with milk for consumption and sale. Serapia has also been attending the refurbished health facility for anti-retroviral therapy and is now healthy and strong. Aaron attends the local primary school. His grandmother, too, claims she has benefited from the FHI programme: “Now we can eat meat regularly!” she observes. The FHI Programme is an example of an initiative that takes a comprehensive approach to OVC care and support. By focusing on households and skillsbuilding, and making the link to a “cluster” of cooperatives and HIV interventions, the programme has made a sustainable impact on three generations. FHI currently supports 3,900 OVC and their families in Rwanda, including 508 in the Rubaya area.



2009b). In Rwanda, a large number of children have been orphaned or made vulnerable as a result of the 1994 genocide. Programmatically, no distinction is made between children orphaned or made vulnerable by AIDS and other causes, so resources are potentially available for all OVC.MIGEPROF is responsible for overseeing OVC programmes nationally and is a sub-recipient for Global Fund resources allocated for this activity. It also coordinates other OVC programmes, such as those receiving PEPFAR funding. The Ministry’s mandate for promoting gender equity provides a strong structural linkage to MDG 3 outcomes. A minimum package for OVC support has been defined and covers healthcare (including PMTCT, HIV prevention services and VCT), nutrition, formal and non-formal education, social protection and psychosocial support. The education component of this package provides an additional link to MDG 2. According to the RDHS (2005), only 0.2% of households hosting an OVC 0-17 years had received a full package of services. In line with the EDPRS, the NSP 2009-2012 has included a target of increasing this coverage to 10% by 2012. The Global Fund Round 7 award makes specific provision for an OVC programme under MIGEPROF. To date, this programme has delivered the basic package of services for 18,620 OVC , including vocational training for 839 older OVC, micro-projects for 2,027 out-of-school youth, contributions to the CBHI scheme, Mutuelles de Santé, for health care access for OVC (and others unable to pay for services), as well as establishment of 28 Early Childhood Development Centres in 10 districts.23 OVC programmes funded through PEPFAR are moving towards an approach based on support to households and communities in order to strengthen family structures and local coping strategies, whilst building sustainability and food security. These programmes are implemented in collaboration with District Planning Offices and focus on building skills, establishing viable cooperatives and supporting “clusters” that establish links with specialised technical institutions (see Box 6).



Asked what he would like to be when he grows up, Aaron reflects: “When I grow up I would like to be the Rubaya Social Affairs Officer”, he says “...so I can help other children like me”.



Field visit to Rubaya 28th July 2010. 23
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Source: Global Fund M&E Unit, MIGEPROF 23 July 2010



38



It is apparent that the GoR has shown considerable leadership in mobilising resources for support to OVC as part of the AIDS response. Equally, development partners have shown flexibility and commitment. However, the needs of vulnerable children (OVC) in Rwanda are enormous and access to even the minimum package of services remains limited. There is a lack of reliable data both to estimate the actual needs and to assess the degree of access to needed services for OVC, as well as a lack of coordination and implementation capacity. The effectiveness of further AIDS investment in this area will, therefore depend on establishment of partnerships and strategic alliances.24 Figure 4: Number of OVC supported by different partners in 2008
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Key informant interviews CHF, FHI, CNLS 16-30 July 2010.
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Financial investments from the AIDS response to MDG, 2007-2009:



Spending category



AIDS Spending 2007



AIDS Spending 2008



Comments



Social protection



579,841



1,283,576



Principal funding sources: PEPFAR and bilateral donors



Nutrition support



1,423,106



1,739,557



OVC care and support25



9,358,637



12,850,247



Principal funding sources GFATM, PEPFAR and MAP.



Total spending MDG 1



11,361,584



15,873,380



% variance 20072008: +40,%



Total all AIDS spending



74,564,938



110811,596



10%



14%



MDG 1 spending as % of all AIDS spending



Table 7 summarises available data on relevant financial contributions from the AIDS response to MDG 4 in 2007 and 2008.



Table 7: Financial Contributions from the AIDS response to MDG 1



Additional notes on results of AIDS investments in MDG 1: Despite impressive annual GDP growth and significant reductions in poverty levels nationally, progress has not been evenly spread. Poverty remains disproportionately high in rural areas where approximately 83% of the population live. Similarly, 52% of households remain food insecure or vulnerable. For both poverty and food insecurity, Western and Southern Provinces are most affected, with women and child-headed households being at greatest risk (NISR 2007). The 2005 RDHS indicated that chronic malnutrition affected 45% of children under five years, whilst 9.8% of women 15-49 years were malnourished and 56% of pregnant women were anaemic.



25



Note OVC spending includes elements of support for education and healthcare.
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Part II:



Investments in Other MDGs that have supported the AIDS Response



Although disaggregated expenditure data are not available, as indicated above, the following national initiatives are considered to have contributed to improved child mortality indicators and are also likely to benefit children infected or affected by HIV:



ƒ Scaling up of an effective integrated EPI programme: immunisation coverage has increased to 80% for all antigens, while 95% of children have received the DTP3 vaccine (MoH 2009b). ƒ The full Integrated Management of Neonatal and Child illness (IMNCI) package became available in 71% of health centres in 2008 (MoH 2009b) and includes an HIV prevention component. One year after launching the programme in health facilities, an assessment of impact was completed using a control district. It was found that the programme contributed to better management of childhood illnesses, better availability of medicines and better quality of services. However, it was also noted that results relating to integration of family planning, as well as newborn care and emergency referrals were disappointing (MoH 2009a:110). ƒ Key informants from MoH report that effective growth monitoring and immunisation programmes for children have been recognised as an important opportunity to undertake timely follow up of neonates and infants exposed to HIV. HIV indicators have therefore been included in growth monitoring cards for children, with CHW and other health care providers oriented to their application. ƒ USAID Reports suggest that large-scale USG programmes are supporting the GoR to promote child health through technical assistance for immunisation, roll out of facility and community-based integrated management of childhood illnesses in 24 of 30 districts, essential nutrition activities, water treatment and disinfection, and improved hygiene and sanitation.26 ƒ Investments relating to the broader definition of MDG 6 are also likely to have contributed to reduced child mortality outcomes. For



26



See http://www.usaid.gov/rw/
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example, scaling up of a successful National Malaria Programme (with Global Fund award received in Rounds 3, 5 and 8) has included indoor residual spraying and free distribution of ITNs to pregnant women and children under 5 and the promotion of prevention and home based management of malaria for children under 5 (MoH 2009a). For example, home-based management has been extended to 152,329 children under five through the Global Fund’s Round 8 (for malaria) award. Notably the MoH’s EPI Directorate oversees a USD 5.6 million grant from GAVI (for the period 2007-2010) for HSS, with a particular focus on support for the PBF system, improving organisation and management of health services and reinforcing distribution and maintenance systems for medicines, medical consumables, equipment and infrastructure at the level of district health structures. A preliminary review of implementation suggests that progress and outcomes are uncertain (Martinez and Karasi 2009). 6.7



MDG 5 Investments that have supported the AIDS Response



It has not been possible to determine expenditure on maternal health interventions within the time-frame of this study; however OECD statistics indicate that, in 2008, ODA support for family planning in Rwanda totalled USD 7.43 million, whilst ODA for reproductive health care totalled USD 3.5 million (compared to commitments of USD 127 million for STDs including AIDS). MoH reports (MoH 2009a and b) suggest key interventions aimed at promoting maternal health that are likely to support the AIDS response have included: ƒ Strengthening and extending family planning services. As noted above the percentage of women 15 and 49 years using modern contraceptive methods increased from 10 to 27% between 2005 and 2008; ƒ Construction of secondary health posts near health facilities not providing family panning services; ƒ Training on EmONC in all 30 districts and all health centres (HC) in 11 districts - average referrals for obstetric emergencies has increased from 2 to 5 per month; ƒ Distribution of maternity kits to all HC and caesarean kits to all district hospitals, with widespread sensitization to attend ANC services and deliver in health facilities;
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ƒ Scaling up/strengthening of systems for maternal child death audits to improve identification of critical MCH problems, with revision of norms and protocols to include results-based practices; ƒ Scaling up of PBF with incentives for key maternal health services; ƒ A successful malaria programme has resulted in declines in malaria morbidity rates (from 37.9% 2001 to 11% in 2008) and malaria mortality rates (from 9.3% in 2001 to 0.3% in 2007) and this could contribute to improved maternal health. In addition the malaria programme supported the MCH programme by distributing 10,690,000 iron and folic acid tablets (around 70% coverage) in 2008 (MoH 2009a) In 2008 USAID provided USD11.8 million for family planning in Rwanda. These resources were used for large-scale procurement of contraceptives for the national family planning programme, training of nearly 5,900 service providers, as well social marketing male involvement and community sensitisation initiatives (including promotion of condoms for dual protection). 27 In addition, it is estimated that USAID’s support to Rwanda in 2008 contributed to over 251,000 antenatal care visits, nearly 124,000 deliveries assisted by a skilled birth attendant and training of 1,670 service providers in maternal and newborn health.28 Rwanda has also been selected for USAID’s ‘Safe Birth Africa Initiative’, which aims to reduce maternal and neonatal deaths in three to five years through proven life-saving interventions such as skilled birth attendance, active management of third stage of labour, and essential newborn care. In 2008, the White Ribbon Alliance was launched in Rwanda under the patronage of the First Lady. The multisecotral alliance is currently undertaking activities relating to advocacy, community mobilisation, capacity building and promotion of good governance in relation to safe pregnancy and childbirth.29



27 28 29



See http://www.usaid.gov/rw/ See http://www.usaid.gov/rw/ th



Communication from Sifa Uwera, DFID Rwanda 28 July 2010.



43



6.8



MDG 3 Investments that have supported the AIDS Response



Key informants suggest that there are strong institutional and operational linkages between the CNLS, MIGEPROF and National Women’s Council that support joint planning and monitoring. Within the context of the “UN Delivering as One” initiative, UNFPA has provided technical support for development of national guidelines on GBV and Child Protection Committees, whilst supporting decentralised GBV committees in selected villages (UNFPA 2009:9). The EDPRS 2008-2012 states that: “As well as strengthening the existing system, alternative justice mechanisms will be introduced, and citizens will be sensitised to new laws and mechanisms to ensure justice and protection of rights. New legislation against gender-based violence is a pre-condition for ensuring access to justice for women, and will be accompanied by training of judicial personnel, police officers and prison staff on human rights, gender-based violence and the management of cases involving vulnerable and disadvantaged groups. Special attention will be given to the monitoring and protection of human rights in general, and those of women, children, people living with HIV and vulnerable groups in particular”. Other significant policy developments being spearheaded by MIGEPROF include: revision of the 2003 National Gender Policy (finalised 2010); development of the National Policy on Violence against Women and Children (currently being finalised) based on national legislation on GBV (April 2009); technical support for implementation of the National Policy on Reproductive Health which supports legal proceedings for rape and domestic violence (2003). The National Commission of Human Rights has a focal point dealing with HIV cases. The Commission can provide legal aid and other technical assistance.
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MDG 1 Investments that have supported the AIDS Response



The EDPRS 2008-2012 places a particular focus on reducing poverty and hunger (MDG1) through 3 flagship programmes ‘Sustainable Growth for Jobs and Exports’, ‘Vision 2020 Umurenge’ (poverty



44



reduction through pro-poor components of the national growth agenda) and ‘Governance’. AIDS is recognised as a cross-cutting issue and has been mainstreamed into each sectoral strategy (see Annex 3). PLHIV and OVC are specifically named as targets for social protection, employment creation, food security and nutrition support programmes. A review of implementation of the National Social Protection Strategy is scheduled for 2010. A recent regional comparative analysis found that healthcare interventions in Rwanda, such as Mutuelles de Santé, have made significant contributions to reductions in expenditure on healthcare by PLHIV (Susna De et al 2009). A Comprehensive Food Security and Vulnerability Analysis and Nutrition Survey was completed in 2009 by a collaborative partnership between GoR, the UN World Food Programme, UNICEF and Word Vision (WFP 2009), and is now playing a significant role in planning and policy development relating to food security and nutrition in Rwanda. The target set for OVC support in EDPRS 2009-12 and NSP 2009-12 is 30% by 2012 (from 12.6% in 2005). The National Strategic Plan for Orphans and other Vulnerable Children (2007-2011) (which supports the 2003 National Policy for Orphans and Other Vulnerable Children) includes reference to information campaigns on HIV & AIDS and on reproductive health. GoR funding for OVC remained almost stable from 2007 to 2008. An estimated 20% of the Genocide Survivors’ Funds for OVC support is allocated for use within the AIDS response. Other contributors to OVC interventions were UN agencies (CNLS 2010). UNICEF also reports that the portion of the national budget that has been allocated for social protection initiatives (including funds for genocide survivors and people with disabilities) has increased by nearly one third since 2008.30
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See http://www.unicef.org/infobycountry/rwanda.html
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7. Additional Analysis and Data



For a mapping of available data on bi-directional linkages between the AIDS response and other MDGs, see Annex 5. Additional analysis and conceptual mapping of the above findings is included in Annex 7.
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8. Summary of Overall Findings



Overall Finding for MDG 4: Investments in the scale-up of PMTCT and paediatric ART are likely to have made important contributions to the reduction of child mortality in Rwanda. For example, the percentage of infants born to HIV-infected mothers who were infected at 18 months decreased from 11.9% in 2005 to 6.9% in 2008 (CNLS 2010). Furthermore, expenditures on Prevention of Mother to Child Transmission (PMTCT) and paediatric Anti-Retroviral Therapy (ART) reached an annual total of USD 7.5 million in 2008, and appear to have supported a 3% reduction in under five mortality since 2003. However, the overall 18% drop in under five mortality between 2005 and 2008 has largely been attributed to scaling up of EPI and malaria programmes. Consequently, it may be through contributions to HSS that the AIDS response has made the greatest contributions to reductions in child morality at the population level. Key informants suggest that recent family-centred approaches to PMTCT, paediatric treatment and support for OVC, are also likely to increase the outreach, sustainability and impact of inputs from the AIDS response.



Overall finding for MDG 5: There was a 25% reduction in MMR between 2000 and 2005 in Rwanda. Global studies suggest that, in the absence of HIV, MMR worldwide would have been 18% lower in 2008. Although this figure cannot be applied directly to Rwanda, it does give some indication of the potential impact of effective AIDS interventions. There has, indeed, been rapid scale up of relevant AIDS interventions in Rwanda (such as VCT and PMTCT with access to treatment for women and linkages to family planning, ANC and other reproductive health services), and these appear to map well onto the decline in MMR. However, Annex 4 shows that since 2000 there have been a number of developments (such as the 23% increase in contraceptive use, the 21% increase in assisted births and the 62% drop in malaria morbidity) that are likely to have made highly significant contributions to the decline in MMR, as well as improved maternal health outcomes. Since a key feature of the relevant AIDS interventions is that they have been delivered through an integrated, continuum of care approach, contributions to HSS are also likely to have played an important additional role. This is confirmed by MoH findings, as well as a 2009 FHI research study showing that introduction of AIDS services at health facilities was associated with an increase in the coverage rate of new ANC clients (from 68% to 81%), and significantly increased coverage of reproductive health services (FHI 2009). Importantly, however, the study by Bangendanye (2008) shows that HIV positive women may have special needs (such as a high unmet need for family planning) that should not be overlooked in the context of integrated service delivery.
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Overall finding for MDG 3: There is evidence to indicate that investments from the AIDS response have contributed to prevention and mitigation of violence against women. For example, Global Fund resources (Round 7 AIDS grant) have been used to train 16 service providers to in identification, care and treatment of rape victims, and 272 volunteer victim advocates to be trained in identification and treatment of rape victims. Generally, however, contributions can, however, be described as indirect as they are mostly based on creation of an enabling environment that promotes and protects the rights of women and girls, as well as establishment of a ‘platform’ for other partners and stakeholders to come together to provide specialised technical support. Recognition of AIDS and gender as “cross-cutting” issues (EDPRS 2008-2012) creates helpful synergies between HIV mainstreaming and gender mainstreaming approaches.



Overall Finding MDG 1: Financial contributions to MDG 1 have been sizeable in Rwanda, amounting to at least 10% and 14% of all AIDS spending in 2007 and 2008 respectively. However, in Rwanda, MDG 1 refers to issues that are widely prevalent in the general population. Consequently, the impact of contributions from the AIDS response tends to be relatively weak, diffuse or simply difficult to measure at a population level. Clearly, however, there have been some profound benefits for individual lives and households. These have been associated some impressive outputs. For example, in 2007, resources from the AIDS response supported 816 ‘micro-projects’ with an estimated 33,166 beneficiaries; meanwhile the Global Fund Round 7 award has provided a comprehensive package of services for 18,620 OVC. Although many of the benefits have been social, rather than economic, important efforts are now being made to increase sustainable economic impact. Once again, contributions from the AIDS response seem to be less about linear relationships and more about optimisation of dynamic synergies.



Overall finding for HSS: Investments in HSS amounted to at least 13% and 10% of total AIDS spending in 2007 and 2008 respectively. However, this review has found that investments from the AIDS response have also played an important role in HSS in Rwanda throughout the past seven years. It appears that with appropriate leadership, strategic vision and accountability AIDS resources can be mobilised for HSS. In Rwanda, development partners have shown considerable flexibility in accommodating the priorities of the country.
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For example, as a result of Global Fund and USG support there are now well equipped and staffed laboratories in 30 district hospitals and most PHC facilities, whilst the Round 5 grant from the Global Fund has supported electrification of 37 health facilities and CBHI subscriptions for almost 3 million OVC and vulnerable groups. Notably, this has been facilitated by a strong National Strategic Plan on AIDS that maps and justifies opportunities for linkages.



The relative lack of data on contributions from other MDGs to the AIDS response leads to the tentative conclusion that, in Rwanda, links from the AIDS response to other MDGs are stronger than vice versa. This is supported by the fact that relatively large amounts of ODA are going into the AIDS response (around 50% of ODA to health). This conclusion is supported by discussions with key informants who related this to GoR’s leadership and good stewardship in the mobilisation and use of AIDS resources.
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9. Challenges Regarding MDG Linkages and Issues for Discussion



This case study is not intended to be an evaluation; hence it is not appropriate for the authors to make concrete recommendations for future programming. Nevertheless, some key challenges and issues for discussion relating to linkages do emerge from the findings of this study:



ƒ The AIDS response in Rwanda has been overseen and coordinated by CNLS and TRAC Plus. As part of processes of health sector integration, these institutions (and others) will shortly be absorbed into the new Rwanda Biomedical Centre under the MoH. It is argued that this will support more rational management structures, efficient use of resources and a more coordinated approach to public health (that is informed by the Three Ones approach associated with the response to AIDS).31 Although provision is being made to ensure the multisectoral and mainstreaming elements of the AIDS response will not be compromised, these are significant institutional changes that could make support for cross-sectoral linkages more challenging. ƒ In order to monitor and measure the effectiveness of integration and linkages there needs to be a high degree of harmonisation of M&E frameworks, as well as financial and management information systems. Ideally, this should take place, not only within government between ministries and programmes, but also across the public, civil society and private sectors. Experience from the AIDS response has shown that this is both technically and logistically challenging, and requires significant allocation of resources.32 ƒ There are strong imperatives to support the Aid Policy in Rwanda. Although there is now a health sector SWAp with some partners supporting Sector Budget Support, this does not directly extend to the AIDS response where funding remains highly fragmented. The principal development partners supporting the AIDS response do not have a strong track record of working through Budget Support mechanisms. Nevertheless they have shown flexibility in responding to the Three Ones approach, health systems strengthening, and processes of service integration and establishment of cross-sector linkages. Focusing on the
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Interview with the PS for the MOH, Dr Agnes Binagwaho, 28 July 2010.



32
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For further discussion of the challenges of integrating information systems see Chilundo and Aanestad 2003.
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interconnectedness of the MDGs and the facilitation of linkages may create new opportunities for engaging development partners, but there is a need to keep sight of institutional realities. UNAIDS (and the UN Delivering as One initiative) could play an important leadership role in supporting fresh thinking on these issues. ƒ Despite the imperatives of the Aid Policy, there have been impressive results associated with the AIDS response in Rwanda.33 Although funding for the response is fragmented, the field is dominated by two large donors that have each shown a strong commitment to accountability and delivering for results. Moreover, there are recognised benefits to vertical programming associated with more effective service delivery tailored to the specific needs of individuals and communities infected and affected by the disease (Crofton 2000). The sustainability of results relating to MDG 6 requires continued high levels of funding, especially for long-term treatment programmes and scaling up of paediatric care (treatment and care accounted for 40% of AIDS expenditure in 2008). There are ethical imperatives for ensuring that adequate funding levels are maintained.
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For a full discussion of the risks of uncoordinated response to the AIDS pandemic see Grant and Mundy 2008. Risks are considered to relate to: increased transaction costs and inefficiencies; lost opportunities for synergies with other programmes (and MDG efforts) and “HIV fatigue”. Some of this discussion relates to debates about vertical vs. integrated programmes.
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10. Conclusion



““Ultimately success in achieving these ambitious goals is about leadership, accountability at every level, and a relentless commitment to delivery…” President Paul Kagame chairing UN’s Millennium Advocacy Group on MDGs, Madrid [Source The New Times, No 2171 Kigali, th Saturday July 17 2010] ).



Rwanda has made impressive progress in achieving the targets associated with MDG 6. The Case Study has focused on the AIDS response where Rwanda has demonstrated how, in practice, bidirectional linkages can be usefully forged with other MDGs, especially MDG 4 and 5. Rwanda’s unique history and context means that it may not be possible to replicate the Rwanda ‘model’ elsewhere. However, a number of important lessons have emerged that could have wider application: ƒ A strong, technically-sound, rights-informed National Strategic Plan on AIDS can provide an opportunity for articulating the potential of service integration and linkages. It can also be an important tool for mobilising development partners, as well as promoting gender equity and rights-based approaches. ƒ A focus on continuum of care and family-centred approaches can provide strong drivers for service integration, whilst HSS can be central to an ‘enabling environment’. ƒ Scaling-up of new initiatives is most effective if it is based on evidence-based decision making and iterative learning, and is informed by the principles of equity and participation. ƒ Structural integration and avoidance of parallel systems may be helpful precursors to service and programme integration and cross-sector linkages. In assessing the “added value” of the AIDS response, the Rwanda Case Study illustrates how the response has been cutting edge in moving beyond conventional disease responses to embrace a more multisecotral, multidisciplinary approach that addresses both causes and effects (see Annex 7). More exceptionally, Rwanda has shown considerable leadership in harnessing the flexibility of donors to mobilise resources for strengthening a comprehensive AIDS response that benefits the broader health sector and beyond. For their part, key development partners have engaged with Rwanda to find “room for manoeuvre” so that country-level priorities can be addressed whilst maintaining high levels of accountability. It is apparent that within the field of HIV, there has been a gradual accumulation of experience to support this productive relationship that is beginning to filter into other disease responses. In Rwanda, the malaria and IMCI programmes have shown considerable success; they too have taken comprehensive approaches to disease management. It may be, then, that forging beneficial linkages to other MDGs will depend on maintaining momentum, and building on this critical mass of experience.
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With regards the counterfactual question of what would have happened in the absence of the AIDS response, this is difficult to disentangle given that the response has been so integrated with other health sector and development initiatives over the past decade. Consideration also has to be given to the fact that, even in the presence of an effective AIDS response, AIDS-related deaths still accounted for 24% of hospital deaths in 2008. We can only speculate what the effects of an unchecked HIV epidemic might have been for all development goals, especially given the devastation caused by the 1994 genocide. Suffice to say, the resourcefulness, responsiveness, capacity and innovation of the AIDS response in Rwanda appears to have been unmatched, and should not be underestimated.
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Annex 1: Rwanda ODA Aid Commitments by Sector 1,200 Other Humanitarian Assistance
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Annex 2: The Health Sector in Rwanda



The Health Sector in Rwanda Rwanda’s health system was left devastated by the genocide and civil war of the 1990s. Throughout the past decade there has, however, been a strong focus on health systems strengthening within in the framework of the 2004 Health Policy and successive Health Sector Strategic Plans (HSSP). The current HSSP II (2009-2012) is aligned with the EDPRS 2008-2012 and Vision 2020 and acknowledges commitment to the MDGs, as well as the Africa Health Strategy 2007201534 and the Abuja Declaration 2001.35 Responding to challenges of poor infrastructure and distribution of services, lack of human resources and inequitable access to services, the Ministry of Health (MOH) has overseen the establishment and scaling up of a number of key initiatives that aim to address both supply and demand side issues. These include: ƒ Decentralisation of health care services is taking place as part of implementation of the National Good Governance and Decentralisation Policy (2000). 36 This policy provides for at least one hospital for each district; at least one health centre (HC) per sector (imirenge); and at least one health post (HP) for each cell (akagiri). Although not fully rolled out, there has been significant scale-up in the past five years. Within a District, all components of the health care system (including pharmacies, laboratories, community health insurance and HIV/AIDS committees are under the supervision of the Executive Secretary of the District. It is notable that in Rwanda, health centres are relatively large, sophisticated entities that provide comprehensive primary health care services that include laboratory and pharmacy services. They have dedicated staff for administration, financial management (including the CBHI system) and data entry. Indeed, HC are regarded as semi-autonomous structures that, whilst remaining accountable to community-based Health Committees and District Management Teams, and develop their own operational plans and manage their own budgets (Basinga et al., 2008). Other important elements of the decentralisation process include:



34



The Africa Health Strategy 2007-2015 acknowledges the special needs of women and children and suggests that, apart from the necessary attention for AIDS, malaria and TB, the substantial disease burden of other communicable and non-communicable diseases in Africa should not be overlooked. 35 In the Abuja Declaration 2001, African Leaders agreed to give HIV and AIDS the highest priority in national development plans. 36 The decentralisation process entered an important second phase in 2005 with an administrative reorganisation aimed at reducing the number of provinces from 15 to 4 (in addition to Kigali) and the number of districts from 106 to 30.
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− Structural integration: in order to support optimal distribution of services and avoid establishment of parallel systems, nongovernmental health care providers are required to integrate all service provision with those of the public sector. This includes integration of infrastructure, staffing, reporting and drug procurement systems (ref Basinga). − Community Health Workers (CHW): below the sector level, there is an extensive network of CHW with each tem including a male and female CHW, as well as a CHW dedicated to maternity services and a community social worker. Again, this initiative continues to be scaled up37 but this cadre of service providers is considered critical for delivery of family-oriented community based services (MOH 2009b). Since CHW work on a voluntary basis, several donors are supporting the establishment of cooperatives to provide them with sustainable incomes (MOH 2009a). ƒ Performance-based financing (PBF) has been developed to provide incentives to health sector staff to improve performance, especially in promoting utilisation and quality of services. The mechanism is oriented to output financing rather than input financing and emphasises promotion of priority services, such as antenatal care and child immunisation. The complementary Community PBF provides small material incentives for increased use of services, such as assisted births. Research suggest that PBF has had a significant positive impact on institutional deliveries and preventive care visits by young children and improved antenatal care (Logie et al. 2008; Basinga et al 2010) ƒ Community Based Health Insurance (CBHI) or Mutuelle de Santé, has been in place since 1999 but in recent years has been scaled up to include all provinces. In 2008, the scheme covered 85% of the population and continues to grow (MOH 2009a). The scheme is run as an autonomous organisation, managed by its members, and helps people to share the risk of having to pay in full for treatment at village and district levels. The scheme provides for basic services— i.e., family planning, antenatal care, consultations, normal and complicated deliveries, basic laboratory examinations, generic drugs, hospital treatment for malaria, and some tertiary care.
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The number of CHW was scaled up from approximately 12,000 in 2005 to 45,000 in 2008 and their tasks have been expanded (MOH 2009:16)
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Although the scheme continues to require significant resource inputs from government and donors, efforts are being made to increase its viability by incorporating other public sector insurance schemes. The CBHI is widely considered to have made health care services more accessible, even for the poor, and an important factor in increasing demand for health services by women and children (Logie et al. 2008) Although significant challenges remain for the health sector, especially with regards human resources, physical accessibility of services, aid dependency and the overall sustainability of health financing, the above initiatives are widely regarded as having made important contributions to health indicators in Rwanda (see Logie et al 2008), including those relating to MDG 6.
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Annex 3: The AIDS Response in Rwanda



Current status of the epidemic AIDS and related opportunistic infections remain the leading cause of hospital mortality in the general population, accounting for 24% of deaths in Rwanda in 2008.38



Figure (i): Principal causes of hospital mortality in Rwanda 2008



HIV prevalence in the general population aged 15-49 in Rwanda is 3%, having decreased from 11% in 2000 (GOR 2008). HIV prevalence in urban areas (7.3%) is much higher than in rural areas (2.2%); and HIV prevalence in women (3.6%) is significantly higher than among men (2.3%) (RDHS (2005). The field work for the RDHS 2010 is ongoing at the time of writing this report.



38



In under fives, pulmonary infections, diarrhoea, malnutrition and prematurity are the leading causes of mortality (see MoH 2009a).
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The most recent sentinel surveillance survey (2007) found that HIV prevalence in pregnant women was 4.3%. Although there has been an overall decrease since 2003 (5.2% HIV prevalence), the estimate from the ANC survey 2007 was slightly higher than that from ANC 2005 (4.3% compared to 4.1%) (CNLS 2009b). As figure (ii) below illustrates, there are also striking urban:rural differences. Figure (ii) Trends in the Rwandan HIV prevalence rate 2002-2007



Source: GOR 2010



There is low HIV prevalence among young people aged 15-24 compared to the general population. UNAIDS reports there has been a fall in HIV prevalence of more than one third among young pregnant women (15-24 years) in rural areas between 2000 and 2008 (UNAIDS 2010). However, young women are far more often infected than men by HIV: respectively 3.9% versus 1.1% in urban areas and 1% versus 0.3% in rural areas. Behavioural studies present a mixed picture, with different sources showing very different results in terms of reported knowledge, condom use, and partner exchange rates. Regional variations are observed in the data, related to both prevalence and risk behaviour (CNLS 2009b).39 Most at risk populations for HIV infections
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Although the UNGASS Country Report for Rwanda (CNLS 2010) describes a number of important prevention and behaviour change activities among young people, there is no clear explanation provided for the decline in HIV prevalence among young women in rural areas. Indeed data from the Rwanda Sexual Behaviour Survey (BSS) 2009 indicate a slight decline in the percentage of young people with accurate knowledge
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are HIV sero-discordant couples (2.2% of heterosexual couples are HIV positive); commercial sex workers (although the extent of the commercial sex industry remains difficult to characterise in Rwanda); prisoners; truck drivers and men who have sex with men (MSM). There is no information currently available for Injecting Drug Use (op.cit.). Research and analyses from various sources point to a number of broader socio-cultural and environmental factors that influence vulnerability to HIV infection. These include: marginalisation of at risk populations; gender inequality and violence against women and girls, practices associated with multiple concurrent partnerships and crossgenerational sex; conservative attitudes in discussing sexual matters; attitudes of service providers and limited access to comprehensive prevention packages. The National Response to HIV and AIDS Organisation of the Response to AIDS Rwanda adheres to the “Three Ones” principles: the existence of one national coordinating body, one strategic national plan of action and one sole monitoring and evaluation framework. Overall coordination is the function of CNLS (National AIDS Commission) in collaboration with CDLS (District AIDS Control Committees), the decentralised structures at the district level. Institutionally, CNLS sits within the Office of the President but operationally is overseen by the MOH. The Secretariat of CNLS also supports the Country Coordinating Mechanism (CCM) for the Global Fund and houses a Programme Management Unit (PMU) for administration of Global Fund resources. In addition, the Secretariat supports the PEPFAR Steering Committee for country operational planning. CDLS support district mayors in managing the AIDS response and are comprised of representatives of decentralised public services (health, education, planning), mass organizations (national women and youth councils) and civil society organisations (PLHIV, NGO, FBO networks as well as people living with disabilities (PWD) in some districts). Every year, the CDLS facilitate a participatory process to develop Annual Action Plans for their districts.



about HIV transmission (14.8% 2006 to 10.2 % 2009) and only a small decline in the percentage having sexual intercourse before 15 years (11.2% 2006; 10.2% 2009).
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Within the public sector, the MOH and the semi-autonomous TRAC Plus is central to the HIV response. TRAC Plus is responsible for overseeing clinical care, monitoring and research relating to HIV and AIDS, TB and malaria. Other ministries involved include Ministry of Finance and Economic Planning (MINECOFIN), Ministry of Education (MINEDUC), Ministry of Youth (MINIYOUTH), Ministry of Gender and Family Promotion (MIGEPROF), Ministry of Local Government, Community Development and Social Affairs (MINALOC), Ministry of Public Sector and Labour (MIFOTRA), Ministry of Agriculture (MINAGRI), Infrastructures (MININFRA) and Justice (MINIJUST). Non-Governmental Partners Civil society organisations, ‘mass organisations’, and the private sector are also active in the national response. ‘Mass organisations’ include the National Women’s Council and the National Youth Council. There are also five umbrella organisations responsible for the coordination of civil society: ABASIRWA (Media Umbrella); Rwanda NGO Forum on HIV/AIDS; Network of FBOs in the Response to HIV/AIDS (RCLS); Rwanda Network of People Living with HIV and AIDS (RRP+); Umbrella of People with disabilities in the fight against HIV and AIDS (UPHLS). There is also one umbrella in charge of the coordination of HIV-related activities in the private sector (HIV/AIDS Unit of the Private Sector Federation). FBOs support around 40% of health and HIV services in Rwanda and have played a key role in implementing home-based care programmes.40 These include a number of international NGOs undertaking large scale HIV-related programmes with funding from the USG. Other activities undertaken by nongovernmental organisations and community-based organisations include voluntary counselling and testing and psychosocial support. RRP+ and the Forum of NGOs have branches in all 30 districts and have received Global Fund resources to implement programmes relating to prevention, treatment, care and support, and impact mitigation. RRP+ brings together about 1,300 associations at the national level, many of them in the process of becoming cooperatives. Several NGO organisations contribute to the Cross Border Initiative that provides prevention and care services for sex workers, truckers and young people living in border and transit areas. The Federation of the Private Sector in Rwanda leads the private sector response to addressing HIV/AIDS issues in the workplace. However at present, of the 5,000 enterprises registered with
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Key informant interview RCLS 16 July 2010.
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the Private Sector Federation, only 30 have implemented HIV-related activities in the workplace. As indicated above, NGO service provision is fully integrated within district administrations and the public health system. Civil society organisations in Rwanda tend to be relatively non-confrontational (Highton 2009), preferring instead to raise issues based on evidence, research and strategic lobbying of parliamentarians and policy makers. For example, the NGO Forum suggests that it used these methods to advocate for neglected vulnerable groups, such as MSM and CSW, to be explicitly addressed in the NSP 2009-2012.41 It is also notable that resources (some USD 200,000) have been allocated for “civil society strengthening” in Rwanda’s recent NSA award from the Global Fund. Civil society organisations also appear to be on-board with discourses of integration and linkages. For example, in the past year, the Rwanda NGO Forum on HIV/AIDS and the RCLS have both made constitutional changes to extend their role to include health promotion and maternal and child health. RCLS has also successfully undertaken innovative work in providing religious leaders with sermon guidelines addressing HIV and maternal and child health.



The National Strategic Plan on AIDS Since 2001, the national response to AIDS has been governed by successive National Strategic Plans (NSP) on HIV and AIDS. Although the NSPs for 2001-2005 and 2005-2009 have had strong multisectoral and mainstreaming components, it has been observed that they were largely defined according to activities and the provision of services, rather than focusing on desired outcomes and outputs (CNLS 2009b). For this reason, a results-based approach is a strong feature of the current NSP (2009-2012). Development of this NSP has also been informed by extensive consultation to ensure it is fully integrated with the EDPRS 2008-2012 and Vision 2020 with strong alignment of targets and indicators.
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Key informant interview NGO Forum 16 July 2010
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Figure (iii): Integration of the NSP on HIV and AIDS with Key National Strategies
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Source: NSP on HIV and AIDS (2009-2012:12)
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Box (i) Strengths of the Rwanda NSP on HIV and AIDS 2009-2012 The Rwanda NSP 2009-2012 is strongly consistent with UNAIDS and WHO planning guides,1 especially with respect to the principles, processes and steps followed. The plan is resultsoriented and rests upon a comprehensive situation analysis with systematic assessment of achievements, gaps and challenges. It is contextualised within a defined policy and planning environment, with targets and indicators that are aligned to the Vision 2020 framework and the medium-term EDPRS 2008-2012. There is also systematic engagement with the historical, institutional, operational and service delivery context, as well as cross-cutting issues such as poverty, nutrition, gender inequity and governance. Policy-level inclusion is complemented by a focus on inclusion of MARPs and marginalised groups that were poorly addressed in previous strategies. The particular strength of the NSP 2009-2012 is its articulation of linkages to maximise effectiveness, efficiency and sustainability. In particular, it specifies linkages to be strengthened between a) components of the HIV and AIDS response; b) the HIV and AIDS response and broader health programmes (such as antenatal care, infant follow up, family planning and reproductive health) and c) different modes of service delivery (specifically, between integrated facility based and community based modes). These linkages are developed in strategies that feed into a hierarchy of outputs, outcomes and impacts, whilst engaging with multisectoral, multidisciplinary and mainstreaming approaches. Health systems strengthening is addressed under approaches to coordination and implementation, and is picked up again in costing of the plan, where cost categories are aligned with the Health Sector Strategic Plan. Although the plan is a little weak on identification of priorities, it is the first plan in Africa to be accepted for funding under the Global Fund’s National Strategy Application (NSA) process.



The National HIV and AIDS M&E Framework The National M&E Framework has been revised to be aligned to the NSP 2009-12. The National M&E System is primarily divided between health facilitybased and community-based components and is decentralised from national to district levels. The health facility-based components of the M&E System are led by MOH and TRAC Plus at the national level, and District Health Officers at the district level. The community-based components of the M&E system generally refer to non-facility-based interventions at the community level. At the national level, CNLS coordinates the M&E of community-based interventions across EDPRS sectors, including public and private sector institutions and civil society (through umbrella organisations). At the district level, the CDLS are responsible for the M&E of community-based interventions from multisectoral implementing partners. Recent reviews of the M&E system have shown that there remains a need for the national level to better support dissemination of resources, tools, guidelines and reports to decentralised levels. There is also a need to improve harmonisation with the HMIS (CNLS 2010).
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Financing, Development Partners and Technical Cooperation Financing of the AIDS response in Rwanda is mainly through international development partners and the government. International development partners include the Global Fund, the United States Government (USG) through PEPFAR, bilateral agencies, UN agencies, the ADB and other donors. Rwanda has received funding from the Global Fund for the AIDS response under Rounds 1, 3, 5, 6 and 7 to: (i) scale up prevention activities; (ii) expand treatment and care; (iii) improve care and support for PLHIV and OVC; (iv) improve linkages between TB and HIV and AIDS services; (v) strengthen the health system and (vi) civil society capacity building. In 2007, the Global Fund financed 15% of total AIDS expenditure, increasing to 24% in 2008 (GOR 2010). Notably, Rwanda was the first county in Africa to be awarded a Global Fund grant to support implementation of its NSP 2009-2012. The new National Strategic Application (NSA) 2010-2012 grants for HIV and TB activities are currently under negotiation. The USG’s PEPFAR programme has provided significant support for clinical and community-based HIV activities and services. It is estimated that the USG’s financial contribution to AIDS spending in Rwanda reached USD 43,210,466 in 2007 and USD 59,529,512 in 2008, that is 58% and 54% of the total AIDS response budget in 2007 and 2008 respectively (op.cit.). Other bilateral donors and foundations contributed 11% of AIDS resources in both 2007 and 2008, whilst the African Development Bank (ADB) contributed 3% in 2008, mostly for civil society capacity building. UN agencies contributed to 4% (USD 3,215,993) and 2% (USD 2,718,463) of AIDS spending in 2007 in 2008 respectively (op.cit.). The GoR ranks as the third largest single contributor in terms of financing AIDS interventions (after the group of bilaterals). The share of the total expenditure contributed by the Rwandan government was 8% in 2007 and 6% in 2008, but the amount spent in absolute terms was approximately the same in both years. Public funds are spent in two main areas: first, in support of OVC education and basic health care; and second, in support of public institutions mandated to plan and coordinate the epidemic, such as CNLS and TRAC Plus. Total expenditure on AIDS in Rwanda increased from USD 74.6 million in 2007 to USD 110.8 million in 2008 (an increase of about 33%). There



67



had, however, been a dip in spending in 2007 relative to 2006 due to completion of MAP/World Bank activities in the country and some INGOs such as Médecins Sans Frontières left the country (see Highton 2009); the Clinton Foundation also decreased its contribution in 2007.



Figure (iv): AIDS expenditure by spending category 2008 100%
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Despite the increase in donor resources from 2008, it is estimated that there will be a funding shortfall of USD 3 million for the NSP between 2009-2012 if the current share of the health sector budget is maintained. Technical assistance has been provided by a number of partners, notably, GTZ, USG and UN partners. In 2008, the “One UN pilot Programme in Rwanda” launched its Joint UN Plan for HIV and AIDS which brings together the work of all UN agencies in the country in a coordinated and comprehensive manner (as a sub-set of UNDAF 200812 and the Common Operational Document (COD) 2008-12). It has been stated that despite service integration, around 40% of AIDS spending in Rwanda is off-budget and/or non-facility based, and may not be adequately tracked (Foster 2006). It is suggested, too, that this leads to a pull on human resources from the public sector; short-term, uncoordinated and unsustainable interventions and lack of rational allocation of resources for other priorities (including research)42 (op. cit.).



Mainstreaming the AIDS Response CNLS and its partners appear to have played a major role in development of the EDPRS 2008-2012, especially with regards mainstreaming of AIDS and its treatment as a cross-cutting issue (Binagwaho et al 2007). As a result of advocacy and technical support provided, all EDPRS sectors made commitments to the AIDS Response for inclusion in the ESPRS and subsequent operational plans. These are summarised in the Table below. Notably, CNLS has an officer dedicated to the role of supporting AIDS mainstreaming within the framework of the EDPRS. A review of EDPRS implementation is scheduled for 2010.



42



th



Key informant interview Rwandan School of Public Health 20 July 2010.
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Table (i): AIDS Mainstreaming: Sectoral Commitments to the AIDS Response (2007)



EDPRS Sectors



Commitments made to the AIDS response



Health, HIV/AIDS, Nutrition and Population



Increase in prevention activities, especially for high risk groups –with a focus on the number of people who know their status (from 12% to 26% for females and 11% to 25% for males by 2011) and scaling up PMTCT to all HC. Improved treatment, care and support for HIV and AIDS to increase coverage of those in need to 70% for children, 80% for females and 75% for males • A national AIDS and reproductive health curriculum in place by 2011.



Youth and Education



• Setting up of an HIV & AIDS workplace programme. • Provision of educational support for OVC. • Life-skills based prevention programmes for young people, especially those out-of-school youth. • Increased condom utilisation rates among youth 15-24. • Provision of a basic package of social assistance services to vulnerable groups and those infected and affected by HIV –with a strong focus on increasing the number of OVC accessing school.



Social Protection



• Support for socio-economic independence of the above groups through livelihoods schemes, food and assets for work, income generation and micro-credit programmes, and employment alternatives for food insecure households. • Civic education campaigns to increase public awareness of social assistance available to vulnerable groups and to address stigma and discrimination. • Identification of issues that negatively impact vulnerable groups and those infected and affected by HIV. • Advocacy for change in areas pertinent to those infected and affected by HIV: land rights, land tenure, participation in governance, and access to education, health and priority infrastructure (shelter, water and sanitation). Justice, Law and Order and Security



• Rehabilitation schemes for prison inmates that include AIDS programmes and access to VCT • Review of laws to ensure they address human rights, • Provision of training for sector staff on key human rights issues relating to AIDS and roll out of sensitisation programmes. • Creation of legal aid programmes will be created to improve the access of groups vulnerable to AIDS • Completion of an AIDS needs assessment for the security sector • Roll out of an AIDS sensitisation campaign and an increase in the number of security personnel accessing VCT.



Decentralization, Citizen Participation and Accountability



• Local government meeting benchmarks for HIV/AIDS indicators and activities in their district development plans, annual plans, and medium term expenditure frameworks. • Support for civil society in the management of comprehensive HIV
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EDPRS Sectors



Commitments made to the AIDS response and AIDS prevention, care, and support programmes.



Capacity Building and Employment Promotion



• At least 60% of workplaces providing AIDS sensitisation by 2012. • Policies and employment laws related to AIDS implemented by the Private Sector by 2012. • Provision of AIDS programmes and condoms for workers



Water and Sanitation



• Reductions in the number of days its workers are away from their homes. • Decrease the distance Rwandans have to travel to obtain water to protect girls and reduce school drop-out rates • Sensitisation activities to raise awareness on links between access to water and sanitation services and AIDS issues. • Provision of condoms at truck stops



Infrastructure Sector



• All tendered contracts to include clauses on HIV and AIDS with at least 0.5% of budget dedicated to HIV/AIDS, gender and environmental protection. • Study completed on how to integrate PLHIV in the sector with programmes for PLHIV at the district level.



Agriculture



• (Noted that commitment by this sector has been weak so greater advocacy needed to increase buy-in).



Rather surprisingly, a review of the Health Sector Strategic Plan (HSSP) 2009-2012 reveals no reference to the NSP on HIV and AIDS, and relatively little reference to the AIDS response. This is intriguing as planning cycles appear to be aligned, there is institutional alignment with the MoH through TRAC Plus, and the AIDS response contributes around 50% of the health sector budget. Table (ii) below provides an overview of references to the AIDS response in the HSSP. HIV and AIDS are largely treated as a standard communicable disease area and are addressed through a single strategic intervention with four related indicators. Although these are aligned to the NSP, there is no engagement with the broader scope of the AIDS response. Unlike the NSP, there are minimal references to the concepts of integration and linkages. Again this is surprising, given the level of commitment to health sector integration operationally. References to coordination focus on the proposed incorporation of diverse structures (such as CLNS and TRAC Plus) into the Rwanda Biomedical Centre under the Ministry of Health.
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Table (ii): Review of References to the AIDS Response in the HSSP 2009-2012



Overview of the HSSP Reference to International Policies and Agreements



Reference to National Policies



HSSP Strategic Objectives Note HIV and AIDS is addressed under Objective 2 and is included under Levels of Intervention associated with population- oriented schedulable services (only).



Explicit reference made to: • MDGs (esp. 1,4,5 & 6) • Some international commitments (Abuja Declaration on HIV and AIDS (2001), Accra Accord (2008) and the Paris Declaration of Aid Effectiveness and Africa Health Strategy 2007 – 2015) Explicit reference made to: • Vision 2020 • EDPRS 2008-2012 • Good Governance and Decentralisation Policy 2000 • Health Policy 2004 Objectives: 1. To improve accessibility to, quality of and demand for maternal health, family planning, reproductive health, nutrition services. 2. To consolidate, expand and improve services for the prevention of disease and promotion of Health. 3. To consolidate, expand and improve services for the treatment and control of disease. Strategic Programme Areas: Institutional capacity; human resources for health; health sector financing; geographical accessibility; drugs vaccines and consumables; service delivery and quality assurance; specialised services, national reference institutions and research capacity. Levels of intervention: Family-oriented, community based services; population-oriented schedulable services; individualoriented clinical services.



HSSP References to the AIDS Response HIV interventions planned (only 1 mentioned)



Strategic Intervention: Improve sensitization for HIV prevention, testing and treatment, including participation of the communities



M&E indicators for HIV



•



(also appear in NSP)



• •
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HIV prevalence among 15-24 year old men and women % of pregnant women who attend ANC that are tested for HIV and know their test results % of women and men aged 15-49 who reported using a condom the last time they had high risk sexual intercourse (non-married, non-cohabiting



• •



Institutional arrangements



Other references



•



Planned incorporation of TRAC Plus and CNLS (from Office of the President) into the Rwanda Biomedical Centre: “…Its creation is part of a broader reorganization of government and how it delivers services and to strengthen the consultative framework at all levels. The rationalization is to streamline resource utilization to avoid duplication and to operationalize teams in the centre that cut across different entities, for example the training of health professionals in different ministries.” p.42



•



Integrated TB and HIV services; blood screening; laboratory testing services. Challenges of vertical funding (especially for AIDS and malaria) for the health sector (e.g. patchy infrastructure development and unpredictable funding). Role of AIDS response in spearheading participation of civil society and private sectors acknowledged.



•



•
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partner) % of HIV positive pregnant women who receive ART to reduce the risk of MTCT Acknowledgment of the presence of HIV and AIDS Committees at District Level is acknowledged.



Annex 4: Possible contributions to reduction in MMR



Graphs showing Overview of Possible Contributions to Reductions in the Maternal Morality Ratio (sources GOR 2007; MOH 2009a) Fig. (i): MMR Trends 1990-2015



Fig (iii): % births attended by skilled professional
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Fig (ii): Female Adults receiving ART 2006-2009



Fig (iii) % women using modern contraceptive method
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Fig (iv): Malaria morbidity rates 2001-2008
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conclusions about the contribution of HIV and AIDS initiatives to the general socio-economic status of the population (CNLS 2009a).



from USG and 22% coming from GOR [CNLS 2010]. Note AIDS funded OVC programmes are not exclusive to HIV positive children and are



the minimum package of assistance (CDLS Reports, 2006).



ƒ In 2006, 292,609 OVC had access to at least one of the components of



in Rwanda.



weak (CNLS 2009a).



business skills in micro projects have been



ƒ Several reports indicate that capacity and



indicate that it is not possible to draw definitive



accounted for 12% of total AIDS expenditure, with 75% of funds coming



therefore reported to benefit the huge number of post-genocide orphans



ƒ Successive studies and reviews from Rwanda



and reached USD 9,358,637 in 2007 and USD12, 850,247. In 2008 this



of men (CNLS 2009a: 62).



ƒ AIDS expenditure on support for OVC has increased steadily since 2006



women below this threshold compared to 38.6%



spending (CNLS 2010).



a day) than HIV positive men, with 50.2% of



environment and community development” amounted to 3% of total AIDS



be in extreme poverty (living on less than 1 USD



OVC) from US$ 0.52 million in 2007 to US$ 1.2 million in 2008 (1% of



Evidence of social protection, microfinance and nutrition programmes targeting HIV affected households.



more affected than men: they are more likely to



in expenditure on HIV related social protection interventions (excluding total AIDS expenditure in 2008). In 2008, spending on “the enabling



result of HIV status. Women living with HIV are



ƒ The 2010 UNGASS Country Report indicates that there was an increase



been refused employment opportunities as a



37.2% of respondents reported that they had



sex are unemployed and not working at all.



opportunities and social protection.”



around 20% of people living with HIV of either



(including child headed households) have improved economic



ƒ The Stigma Index study of 2009 showed that



in 2006.



interventions reached a high of USD 5,634,419



ƒ Expenditure on HIV related social protection



Comments



former NSP and includes the Outcome: “People infected/affected by HIV



NSP 2009-2012 builds on lessons learnt from implementation of the



vulnerable groups benefit as much as others)”. The new HIV and AIDS



“improve the socio-economic conditions in Rwanda (and assure



ƒ An explicit outcome area of the HIV and AIDS NSP 2005-2009 was to



1.1



Evidence/Examples



1.3



Evidence of food security programmes benefiting/targeting HIV affected households.



1.2



Evidence of HIV programmes has contributed to poverty reduction including elements of social protection, microfinance, food security interventions –outcome data.



hunger



1.1



Eradicate extreme poverty and



Type of linkage (bidirectional)



MDG 1:



MDG



Annex 5: Summary Table Mapping the Linkages between MDG 6 & other MDGs
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MDG



Type of linkage (bidirectional)



2009-12 provides for establishment of a guarantee fund for cooperatives and strengthened partnerships with financial institutions.



for health care access for OVC (and others unable to pay for services), as well as establishment of 28 Early Childhood Development Centres in



aged 0-17 that received at least one type of support in caring for the child or children was 12.6% [RDHS (2005)].



stigmatisation and social isolation than in terms of economic status per se.” The majority of beneficiaries of these IGA are women, reflecting their



needed services for OVC (CNLS 2010:52).



informant interviews].



livelihood and food security issues [CNLS 2009a:62 and RRP+ key



1.3



ARVs to receive nutrition support.



people on ART. The GFATM Round 3 award allowed 28,812 patients on



ƒ The NSP 2005-9 made provision for nutritional support to be provided for



1.2



needs and to assess the degree of access to



considered to have brought improvements in the general functioning and



stunted (MoH 2009a).



wasted, 24% are underweight and 43% are



malnourished: 7% of children under five are



ƒ A large percentage of Rwandan children are still



progress (CNLS 2009a: 48).



community, making it difficult to assess overall



of households receiving food support in the



ƒ There is a lack of national data on the number



lack of reliable data both to estimate the actual



HIV positive. The transformation of associations into cooperatives is financial accountability of associations, with many directly addressing



consistent application of criteria. There is also a



cooperatives. This accounts for 86,837 members of which 61,709 are



suffered from a lack of transparency and



ƒ By 2009, 526 PLHIV associations (out of 1,304) had been turned into



members [CNLS 2009a:10].



ƒ Identification of OVC at district level has



2012. The percentage of households of OVC



“profound effects on their livelihoods, more so in terms of decreased



participation in associations where they represent about 70% of all



in EDPRS 2009-12 and NSP 2009-12 is 10% by



large number of PLWHIV associations initiate projects that have had



types of support needed by 2005. The target set



33,166 beneficiaries. It is also reported that IGA funding has helped a



ƒ By 2007, 816 ‘micro-projects’ were being funded with an estimated



ƒ Only 0.2% of OVC aged 0-17 had access to all



2009a:57). In order to address this issue, the NSP



projects for 2,027 out-of-school youth, contributions to the CBHI scheme



10 districts [MIGEPROF M&E Officer 23/07/2010].



regard PLHIV associations as high-risk (CNLS



18,620 OVC, including, vocational training for 839 older OVC, micro-



ƒ Micro-finance institutions in Rwanda continue to



Comments



MIGEPROF that, to date, has provided the basic package of services to



ƒ Global Fund Round 7 resources support an OVC programme under



Evidence/Examples
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MDG 2: Achieve universal primary education



MDG



2.3 Evidence of support from the



2.2 Evidence of support to the education sector to reduce the effects of HIV and AIDS on primary education.



2.1 Evidence of support to OVC that allows them to complete a full course of primary schooling.



Type of linkage (bidirectional)



attending school through the payment of their school fees and the



ƒ By the end of 2006, a total of 258,934 OVC had been assisted in



HIV.



scholastic materials to be made for 1,369 children infected or affected by



ƒ The GFATM Round 3 award allowed payments for school fees and



of these funds.



in 2008 totalled USD 3,357,109. GOR contributed the largest proportion



ƒ In 2007 AIDS expenditure on OVC education totalled USD 3,665,005 and



2.1



package of services and secure inheritance rights.



acknowledging the need to support their access to a comprehensive



needs of OVC that are infected or affected by HIV and AIDS,



ƒ The National Policy for OVC (2003) makes specific reference to the



population and vulnerable groups in Rwanda.



development relating to food security and nutrition for the general



2009), and is now playing a significant role in planning and policy



GOR, the UN World Food Programme, UNICEF and Word Vision (WFP



Survey was completed in 2009 by a collaborative partnership between



ƒ A Comprehensive Food Security and Vulnerability Analysis and Nutrition



of the social protection sector to the AIDS response.



nutrition support programmes. See Annex 3 (Table (i) for commitments



targets for social protection, employment creation, food security and



each sectoral strategy. PLHIV and OVC are specifically named as



recognised as a cross-cutting issue and has been mainstreamed into



and hunger (MDG1) through 3 flagship programmes. HIV and AIDS is



ƒ The EDPRS 2008-2012 places a particular focus on reducing poverty



Evidence/Examples



2009a: 62).



women (18.5%) than men (12.2%) (CNLS



not had any formal education is higher among



ƒ The proportion of HIV positive people who have



91% of non-orphans.



females) were attending school compared to



10-14 years, 74.6% (70.1% males and 78.8%



ƒ The RDHS 2005 reports that among all OVC



Comments
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MDG



Type of linkage (bidirectional) education sector to increase the effectiveness of the AIDS response.



projects that include young people out-ofschool. For example, the PSI ABAJENE! Project has been working in 14 districts to promote healthy lifestyles, strengthen life skills and safer sexual behaviors.



98% had functioning anti-AIDS clubs in 2008, with an average coverage of 95% of schools in each district. About 12% of teachers (1,326 out of 10,715) were trained in HIV during 2008. HIV issues were integrated into teaching curricula in both primary and secondary schools, and



Repetition rates are high (CNLS 2009a).



ƒ The NSP on HIV and AIDS 2009-2012 acknowledges the Ministry of



sources).



totalled USD 2,117,893 (with USD 1,333,554 being provided by USG



ƒ In 2007 HIV expenditure on prevention programmes for youth in school



2010).



Round 6 award supported training of 1,216,929 peer educators (GFATM



1 teacher trained in participatory life skills and AIDS education. GFATM



ƒ Rwanda’s Round 7 award ensured that 289 (73.5%) schools has at least



centred approaches.



materials and transport can be substantial.



build the capacity of teachers in the life skills-based curriculum and child-



However, the additional costs of uniforms,



provided free by the state sector in Rwanda. Rwanda that include teacher resource centres for in-service trainings to



ƒ CNLS 2008 reports that there are 54 model Child-Friendly Schools in



2010).



ƒ Primary school education is, in principle,



(CNLS 2010). PEPFAR supports several



students through anti-AIDS clubs. Of 689 secondary schools nationwide,



teaching/learning tools have been developed to support teachers (CNLS



slight decrease from USD 1,408,726 in 2007)



ƒ In Rwandan secondary schools, life skills in the HIV context are taught to



out-of-school youth was USD 1,059,064 (a



ƒ In 2008 total AIDS spending on programmes for



USD 1,257,374.



for young people in-school decreased slightly to



ƒ In 2008 total funding for prevention programmes



Comments



2.2



(CHF International project) and FHI projects that support OVC education.



included funding for a number of OVC projects (such as the CHAMP



ƒ In 2007 PEPFAR contributed USD 1,333,554 for “in-school youth” which



provision of necessary educational materials. (CNLS 2008).



Evidence/Examples
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MDG 3: Promote gender equality



MDG



Evidence of HIV programmes. Addressing gender issues/VAW incl. SRH&R; life skills; male involvement; women’s economic security; psychosocial support; education/referral for GBV. Examples/ allocation of



3.1



Type of linkage (bidirectional)



improved. The report indicates that sexual and gender based violence remains a challenge, in



2,868,683 in 2008.



training of health staff on GBV issues, increased



particular for children. There is a need for



relating to promotion of human rights need to be



rights and gender projects) from USD 2,310,109 in 2007 to USD



ƒ Output 4.2 of the NSP 2005-2009 aimed to “defend and promote human



indicators and disaggregated data collection



expenditure on “the enabling environment” (covering promotion of human



ƒ The UNGASS Country Report (2010) notes that



Comments



AIDS Spending Assessment (NASA) 2008 reports a 15% increase in



ƒ It is difficult to disaggregate expenditure on this item but the National



3.1



Sector to the AIDS response.



ƒ See Annex 3 (Table (i) for commitments of the Education and Youth



and those with disabilities (who may be especially vulnerable to HIV).



planning. Provision is also made for young people who are out-of school



acknowledged as key areas for further policy development and strategic



achievement of educational goals at all levels. These issues are



AIDS as an important challenge for human resource management and



ƒ The Education Sector Strategic Plan 2006-2010 recognises HIV and



for OVC education in terms of school fees.



proportion of OVC infected or affected by HIV). Much of this amount goes



support education for OVC in the country (equivalent to the estimated



ƒ An estimated 20% of the Genocide Survivals Fund (FARG) goes to



2.3



response.



CDLS and all key decision making structures relating to the national



teacher training. Representatives of the education sector are included in



AIDS related activities and HIV and reproductive health is now a part of



2010 reports that the education sector has an earmarked budget for



Education (MINEDUC) as an important partner in the national. CNLS



Evidence/Examples
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MDG



Evidence of gender programmes addressing HIV issues (prevention, PMTCT, impact mitigation).



3.2



Type of linkage (bidirectional) resources.



violence against sex workers, and support for the creation of associations of sex workers. Notably support for sex workers (and other MARP) is now a key feature of the NSP 20092012.



(CNLS 2009a:63). Key interventions included: training of police officers, judges and local government leaders on GBV and human rights; establishment of a One Stop Centre at Kacyiru Police Hospital in Kigali and establishment of a Legal Consultation Office in Rubavu District.



protection of OVC and PLHIV rights, intended



victims.



3.2



experienced violence actions while they were pregnant.



knowledge where to go for assistance; discrimination has decreased; beneficiaries feel respected and have access on services and on job centre and receive psychosocial support (CNLS 2009a:58).



opportunities; victims of sexual violence are accompanied to the health



addition 10% of women reported they had



women have experienced domestic violence. In



ƒ According to the findings of DHS 2005, 35% of



(CNLS 2009a:58).



rights or legal procedures in case of violation



rights, 10 of 14 focus group discussions at district level asserted:



ƒ In a review relating to the contribution of the AIDS response to legal



for economic empowerment [KI CNLS 20th July 2010]



programmes and there is a high proportion of women in micro-projects



beneficiaries are frequently unaware of their



providers, the police and local authorities for



victim advocates to be trained in identification and treatment of rape



ƒ Gender issues are also addressed within peer education and prevention



improved collaboration between health service



identification, care and treatment of rape victims, and 272 volunteer



ƒ It has been reported although there has been



condoms, support for fighting and responding to



and OVC’s rights and for prevention and prosecution of sexual violence”



ƒ Rwanda’s GFATM Round 7 award allowed 16 providers to be trained in



underserved especially in distribution of female



environment for legal and policy framework for the protection of PLHIV



ƒ CNLS 2009 reports sex workers have been



assistance).



ƒ “Important steps have been made in the establishment of an enabling



principles”.



and reproductive health and rights are incorporated as “overarching



different services (health, social, police, legal



health centres, and improved coordination of



domestic and sexual violence, as well as sexual harassment”. In the NSP 2009-2012 promotion of human rights, gender equity and sexual



availability of kits for emergency treatment in



Comments



rights” whilst Output 4.2.3 aimed to “protect young girls and women from



Evidence/Examples
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.



MDG 4: Reduce child mortality



MDG



Evidence of paediatric treatment programmes increasing child survival.



4.2



Evidence of PMTCT programmes increasing child survival (incl. reduced paediatric infections, care for HIV exposed children and support of infant feeding practices, immunisation etc), bednet distribution.



4.1



Type of linkage (bidirectional)



women testing for HIV had reached 75% (MoH 2009a).



ƒ It was estimated that by the end of 2008 national coverage of pregnant



coverage across all districts in the country (CNLS 2010).



centres and immunisation coverage having



package becoming available in 71% of health



under 5 mortality rates are due to the full IMNCI



significant contributions to declines in infant and



ƒ The HSSP II (2009-2010) suggests that



for children and adolescents.” (CNLS 2010:52)



of these funds are derived from Global Fund and USG sources.



ƒ In 2009 the number of PMTCT sites increased to 372 giving 72%



services and follow-up of patients, in particular



for 2010 will be to ensure quality of these



years) living with HIV was USD 138,381 and USD 259,374. The majority



reached high levels in Rwanda, the challenge



increased to USD 2,936,839 in 2008. Expenditure on children (under 15



ƒ “Coverage of PMTCT and ART services have



Comments



be born, of women living with HIV was USD 1,487,616 in 2007 and



ƒ The NASA 2008 report indicates that expenditure on children born, or to



4.1



GBV committees in selected villages (UNFPA 2009:9).



GBV and Child Protection Committees, whilst supporting decentralised



provided technical support for development of national guidelines on



ƒ Within the context of the “UN Delivering as One” initiative, UNFPA has



HIV cases. The Commission can provide legal aid and other assistances.



ƒ The National Commission of Human Rights has a focal point dealing with



violence is in the final stages of development (CNLS 2009a).



women and children; in addition a law on criminalisation of gender-based



on GBV aims at prevent and eradicate all kinds of violence towards



ƒ Other significant policy development include: The revised National Policy



particular”.



women, children, people living with HIV and vulnerable groups in



monitoring and protection of human rights in general, and those of



justice for women and states that “special attention will be given to the



ƒ The EPRS 2008-2012:85 makes specific provision for ensuring access to



Evidence/Examples
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MDG



Evidence of child health programmes supporting the AIDS response.



4.3



Type of linkage (bidirectional)



that the programme contributed to better management of childhood illnesses, better availability of medicines and better quality of



positive pregnant women in need of ARVs for PMTCT in 2008 and 2009 respectively. This represents an increase in coverage from 61% to 68% towards the target of 90% coverage for 2012 (NSP 2009-12).



children receiving treatment out of 13,500 needing it).



receiving treatment out of 10,600 needing it) and 49% in 2009 (6,679



ƒ Coverage of ART for children (0-14) is 54% in 2008 (5,653 children



accessing EID in 2008 (MOH 2009a).



However, TRAC Plus suggests that only 28% of children were in fact



increase the chances of early initiation of treatment for children.



ƒ About 50% of PMTCT sites in 2008 and 70% of sites in 2009 offer EID to



4.2



protecting children affected by HIV) are well-mainstreamed in Rwanda.



paediatric treatment, prevention among youth and adolescents and



ƒ A rapid assessment by Kalisa 2009 showed UNICEF’s ‘4 Ps’ (PMTCT,



compared to only $1 million for childhood



notified births from HIV positive mothers (CNLS 2010).



illnesses.



received over $47 million for HIV/AIDS,



steadily, reaching 6,684 in 2009. The latter represent about 86% of all



ƒ Foster et al 2006 reports that in 2005 Rwanda



referrals were disappointing (MoH 2009a:110).



ƒ The number of infants receiving prophylaxis at birth has increased



as well as newborn care and emergency



(CNLS 2010).



results relating to integration of family planning,



by 18 months decreased to 6.9% in 2008 from about 11.9% in 2005



ƒ The percentage of infants born to HIV-infected mothers who are infected



completed using a control district. It was found



services. However, it was also noted that



in health facilities, an assessment of impact was



were about 10,400 (5,300-15,700) and 10,300 (5,200-15,600) HIV-



ƒ One year after launching the IMCI programme



increased to 80% for all antigens.



Comments



increased 7,030 in 2009. According to EPP/Spectrum estimates, there



reduce the risk of mother-to-child transmission (MTCT), and this number



ƒ During 2008, 6,387 HIV-positive pregnant women received ARVs to



Evidence/Examples
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MDG 5:



MDG



5.1.



Type of linkage (bidirectional)



HIV indicators have therefore been in growth monitoring cards for application (key informant interviews MOH and FHI 19th -23rd July 2010).



children, with CHW and other health care providers oriented to their



5.1



2009).



initiatives that could benefit the AIDS response (Martinez and Karasi



ƒ A USD 5.6 million grant from GAVI for 2007-2010 is supporting HSS



2010).



award and could improve the survival of HIV positive children (GFATM



children under five through the Global Fund’s Round 8 (for malaria)



ƒ Home-based management of malaria has been extended to 152,329



hygiene and sanitation.



nutrition activities, water treatment and disinfection, and improved



management of childhood illnesses in 24 of 30 districts, essential



for immunisation, roll out of facility and community-based integrated



supporting the GoR to promote child health through technical assistance



ƒ USAID Reports suggest that large-scale USG programmes are



ƒ



2008 (MoH 2009b) and includes an HIV prevention component.



ƒ The full IMNCI package became available in 71% of health centres in



have received the DTP3 vaccine (MoH 2009b).



coverage has increased to 80% for all antigens, while 95% of children



ƒ Scaling up of an effective integrated EPI programme: immunisation



4.3



receive cotrimoxazole prophylaxis.



ƒ Rwanda’s GFATM 6 award allowed 15,957 HIV exposed children to



Evidence/Examples



ƒ OECD statistics indicate that, in 2008, ODA



Comments
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Improve maternal health



MDG



Evidence of MH services referring for VCT/PMTCT or contributing to Universal Access.



5.3



Evidence of HIV prevention services including SRH services and referrals for ANC, FP, STI.



5.2



Evidence of PMTCT programmes providing ART for pregnant women; referrals for ANC, MCH support, SRH services, FP, STI treatment.



Type of linkage (bidirectional)



health care totalled USD 3.5 million (compared to commitments of USD 127 million for STDs



HIV resources for improving STI services totalled USD 403,800 in 2007 but decreased to USD 271,396 in 2008.



programme (Key informant interviews MOH and



2010:31).



part of integrated services, the number of assisted deliveries was reported to be 16%



excellent opportunity to provide PMTCT services.



reproductive health and ANC services, as well as decreased hospitalisations. This was



scale-up was provided through the Round 5 award.



ƒ Data suggest that increased access to PMTCT services correlates with



receiving their results (CNLS 2009a).



294,457 in 2008 and 2009 respectively, with nearly all women tested



USD 7.43 million, whilst ODA for reproductive



support for family planning in Rwanda totalled



ƒ OECD statistics indicate that, in 2008, ODA



health facility infrastructure.



attributed to improved health worker skills and



increased use of PHC services, especially



received a full package of PMTCT services. Further support for PMTCT



ƒ The number of pregnant women tested for HIV reached 294,704 and



HIV services at PHC centres is associated with



326,292 people were provided with integrated VCT services and 168,141



ƒ An FHI study (2009) found that introduction of



2009a:70).



service points were supported in providing integrated VCT/PMTC,



strengthening of linkages to TB services (GFATM 2010). As a result 122



and integration of PMTCT services, syndromic management of STI and



higher than the national average of 45% (MoH



PMTCT: at health facilities offering PMTCT as



come at least for one antenatal care visit, which has been used as an



ƒ Rwanda’s GFATM Round 1 grant of USD 14,641,046 covered scaling up



maternity services in health facilities offering



women had the four WHO recommended ANC visits, nearly all women



ƒ In 2008 the MoH reported increased use of



yet equipped to initiate HAART. Although less than 25% of pregnant



received it during pregnancy. However, one-third of PMTCT sites are not



FHI 19th -23rd July 2010).



ANC services, rather than as a separate vertical



ƒ In 2008, two-thirds of pregnant women who were eligible for HAART



regarded as an integral part of comprehensive



from NVP and biotherapy regimens to HAART (UNGASS Country Report



ƒ It is reported that PMTCT is increasingly



be provided with HAART during breastfeeding and transition over time



with 2009 WHO recommendations. This means HIV positive women will



ƒ Rwanda is currently revising national PMTCT guidelines in accordance



USD 7.43 million, whilst ODA for reproductive



to USD 3,130,564 with the majority of funds provided from USG sources.



including HIV and AIDS).



support for family planning in Rwanda totalled



Comments



ƒ In 2007 HIV resources for PMTCT totalled USD 2,709,500 and increased
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MDG



Type of linkage (bidirectional)



to commitments of USD 127 million for STDs, including HIV and AIDS).



made to encourage the partners of pregnant women to be tested for HIV and to offer couple counselling and testing. Among pregnant women who



pregnancies in the study group of HIV positive women were unplanned, and were partly a consequence of unmet need for family planning; use of dual protection was also extremely low (Bangendanye 2008:34-35)). The study recommends that, within the context of integrated service provision, health facility staff



services and efforts are under way to fully integrate HIV and family planning services (CNLS 2010:50). Rwanda’s Global Fund Round 7 award for HIV and AIDS includes funding of around USD 800,000 for procurement and delivery of modern contraceptives over 3 years commencing 2008. In 2008, 6,023 HIV positive women received contraception, representing around 79% of potential HIV positive acceptors (MoH 2009a:71).



that further studies are required to understand the effects of antiretroviral therapy on



reiterated the importance and effectiveness of condoms in the prevention of unintended pregnancies and HIV/STIs.



support better management (http://allafrica.com/stories/201003010431.html)



treating STIs and development of an STI screening tool for use with both HIV-negative and HIV-positive people (CNLS 2010:35).



ƒ There has also been a significant reorientation of HIV prevention efforts



is perceived to increase cost effectiveness and



National STI Guidelines; increased availability of essential drugs for



and 2009, HIV resources also contributed to development of New



ƒ Integration of HIV and family planning services



positive women and their partners.



test for HIV, advice on safer sex and access to STI treatment. In 2008



factors that influence unprotected sex by HIV



of STIs other than HIV. These services include counselling, an offer to



this group, and to establish the psychosocial



comprehensive package of services for the prevention and management



ƒ As part of the country HIV prevention strategies, Rwanda offers a



more accessible to them. It was also suggested



programming (CCP) that, in line with the National Condom Policy 2005,



contraceptive use and reproductive health in



to make longer term contraceptive methods



a strategy for a coordinated response to comprehensive condom



HIV positive women, and it could be appropriate



need to be trained to meet the special needs of



among HIV positive women in Rwanda (73% of



ƒ Operational guidelines on PMTCT include promotion of family planning



ƒ In 2009, based on the findings of a situational analysis, CNLS developed



considerable unmet need for family panning



5.2



2009 (CNLS 2010)



ƒ A 2008 study found that there may be



health care totalled USD 3.5 million (compared



increased participation in ANC services by male partners. Efforts are



tested for HIV, 84% in 2009 of their partners agreed to have a test in



Comments



Evidence/Examples
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MDG



Type of linkage (bidirectional)



ƒ In 2008 the White Ribbon Alliance and USAID Safe Birth Africa initiatives



maternal and newborn health (http://www.usaid.gov/rw/ ).



a skilled birth attendant and training of 1,670 service providers in



over 251,000 antenatal care visits, nearly 124,000 deliveries assisted by



ƒ It is estimated that USAID’s support to Rwanda in 2008 contributed to



2009a).



sensitization to attend ANC services and deliver in health facilities (MoH



to all HC and caesarean kits to all district hospitals, with widespread



centres (HC) in 11 districts There was also distribution of maternity kits



ƒ In 2008 training in EmONC was completed in all 30 districts and all health



dual protection) (http://www.usaid.gov/rw/ ).



community sensitisation initiatives (including promotion of condoms for



service providers, as well social marketing male involvement and



for the national family planning programme, training of nearly 5,900



Rwanda. These resources were used for procurement of contraceptives



2009a). In 2008 USAID provided USD11.8 million for family planning in



methods increased from 10 to 27% between 2005 and 2008 (MoH



percentage of women 15 and 49 years using modern contraceptive



near health facilities not providing family panning services. The



family planning services, including construction of secondary health posts



5.3 ƒ MoH and IDPs have supported significant strengthening and extension of



services to this population group (CNLS 2010)



broader prevention activities and for HIV treatment and care/mitigation



through early diagnosis and treatment of STIs are also an entry point for



their clients. Strategies to decrease risks of HIV infection in sex workers



towards MARP with a focus on targeted interventions for sex workers and



Evidence/Examples
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Evidence of HIV programmes contributing to a reduction in malaria through: provision of presumptive therapy for women in PMTCT; ITN to women in PMTCT.



Evidence of routine screening of HIV patients for TB and vice versa; evidence of integration of ART and DOTS services.



6.2



6.1



Combat AIDSS, malaria and other diseases



Type of linkage (bidirectional)



MDG 6:



MDG



2009a.



women, children under five and PLHIV (MOH 2009a).



screened for TB in HIV care settings in 2008; this is acknowledged as an



According to TRAC Plus data, 59% of HIV positive patients were



95.8% were screened for HIV and 34% were found to be HIV-positive.



and HIV testing. In 2008, among all registered TB patients in Rwanda,



(qualified for the detection and treatment of TB) are able to carry out TB



diagnosis for most patients. All health facilities classified as CDT



TB patients. HIV testing is now routinely offered at the time of TB



ƒ Health facilities have a policy of systematic screening for HIV among all



6.2



Shepard (2010) and findings reported in MOH



health services is addressed by FHI 2009,



ƒ The issue of HIV services ‘crowding out’ other



Comments



support the malaria programme strategy of distributing ITN to pregnant



ƒ Integrated service provision means that PMTCT service sites are used to



6.1



iron and folic acid tablets (around 70% coverage) in 2008 (MoH 2009a)



programme supported the MCH programme by distributing 10,690,000



contribute to improved maternal health. In addition the malaria



rates (from 9.3% in 2001 to 0.3% in 2007). This programme is likely to



morbidity rates (from 37.9% 2001 to 11% in 2008) and malaria mortality



ƒ A successful malaria programme has resulted in declines in malaria



results-based practices (MoH 2009a).



addition there has been revision of norms and protocols to include



child death audits to improve identification of critical MCH problems; in



ƒ In 2008, MoH and IDPs supported strengthening of systems for maternal



up to most districts (MoH 2009a).



ƒ In 2008 PBF with incentives for key maternal health services was scaled



were launched in Rwanda.



Evidence/Examples
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MDG 8: Develop a global partnership for development



MDG 7: Ensure environmental sustainability.



MDG



8.1 Evidence that HIV response has contributed to improved stakeholder dialogue on ODA, debt management and use of IT.



Contributions of environmental programmes to the AIDS response.



7.2



Contributions of the AIDS response to environmental sustainability.



7.1



Type of linkage (bidirectional)



respect to issues of sustainability, predictability, macro-economic management and skewing of health services.



coordination and representation mechanisms. As well as playing an active role in the development of NSPs, RRP+ has played an active role



has assisted it developing skills in the lobbying of parliamentarians and



(CNLS 2009a). Similarly, support to the NGO Forum on HIV and AIDS



−



Civil society participation is generally good



ƒ Key findings from the CHAT report 2008:



funding of the AIDS response, particularly with



participation of PLHIV in high level decision making and strengthening its



in the development of Rwanda Vision 2020 and the EDPRS 2008-2012



raise concerns about the disproportionate ODA



dialogue. For example, RRP+ has been supported in increasing the



ƒ Studies such as Foster 2006 and Lane 2009



of the civil society sector to enable it to better engage in high level



8.1



ƒ There is evidence that the AIDS response has supported strengthening



Comments



8.1



likely to support PLHIV and universal access (see MOH 2009a).



waste disposal and family hygiene. Activities in all of these areas are



ensuring safety of food and water, improving hygienic latrines/toilets, safe



ƒ In Rwanda MoH is responsible for environmental health which includes



7.2



facilities (MoH 2009a).



37 health facilities (the MoH intends to extend this initiative to 112 health



ƒ The GFATM Round 5 award has supported installation of solar panels in



7.1



integration.



especially for detection (MOH 2009a). This, in turn, limits potential for



providers), community DOTS is acknowledged to be weak in Rwanda,



up at health facilities (especially those managed by non-governmental



ƒ Although there is some evidence of integration of ART and DOTS follow



out of 42 hospitals (MOH 2009a).



area of weakness. TB and HIV management has been integrated in 18



Evidence/Examples
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MDG



Type of linkage (bidirectional)



International partners need more



system, participate actively in the various working groups and improve coordination of technical assistance inputs.



skills building and technical assistance. For example, GFATM Round 5 resources were used to train 5,789 health sector personnel in skills



and involves use of cell phone and computer technology.



has been introduced under TRAC Plus for data collection and reporting



relating to the above activities (GFATM 2010). The TRAC Net system



align their M&E systems to the national



in health facilities. This has been accompanied by extensive training,



transparency in allocation of resources, to



computerised systems for M&E, programme and resource management



ƒ Both GFATM and USG resources have been used to scale up



representation need to be strengthened. −



resource allocation; systems of



also participate in regional activities through the EAC, Civil Society Unit.



but remains weak on dialogue relating to



Comments



(Source: Key informant interviews 16 July 2010). These organisations



th



representing the interests of vulnerable groups, such as MSM and CSW



Evidence/Examples
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1.



governance



Leadership and



HSS Building Block



Annex 3)



as the malaria programme (Key Informant



undertaking activities relating to advocacy, community mobilisation,



aligned with the HSSPII, EDPRS and



Vision 2020.



Gender Based Violence (2010).



2008-2012 and the National Policy on



the PRSP 2002-2005 and the EDPRS



Policy on Condoms (2005); Vision 2020;



Health Policy (2003) and the National



Action for OVC; the National Reproductive



(2003) and the recent National Plan of



and Other Vulnerable Children (OVC)



(2004); the National Policy for Orphans



and plans such as: the Health Policy



been included in a number of key policies



and childbirth.



governance in relation to safe pregnancy



capacity building and promotion of good



multisecotral alliance is currently



ƒ The AIDS Response has influenced and



patronage of the First Lady. The



and health sector integration. It is fully



launched in Rwanda under the



characterised by an emphasis on linkages



ƒ The NSP on HIV and AIDS 2009-2012 is



ƒ In 2008, the White Ribbon Alliance was



references to the AIDS response (see



influencing thinking in other areas, such



Interview PS MoH).



2009-2012 makes some (weak)



ƒ Health Sector Strategic Plan (HSSP II)



HSS contributions to AIDS response



Three Ones approach and this is now



ƒ The AIDS response has spearheaded the



Contribution AIDS investments to HSS



This section is based on reference to the WHO building blocks of health systems strengthening



scheduled for 2010.



EDPRS implementation is



EDPRS (see Annex 3). Review of



the AIDS response under the



ƒ Significant commitments made to



approach to health care.



2020 also support an integrated



ƒ EDPRS 2008-2012 and Vision



Comment



Annex 6: Summary Table of Contributions of AIDS Investments to Health Systems Strengthening
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2.



construction and rehabilitation of 3 new district hospitals and 14 new health centres. MoH expenditure on “improving geographical access” totalled USD 5, 569,831 in 2008 (only 35% of the allocated budget) (MoH 2009a).



supported rehabilitation of 95 health



facilities to provide integrated reproductive



health and HIV services. The Round 6



award also supported provision of



haematology and biochemistry equipment



to 46 laboratories (GFATM 2010).



has been improved after the



of 40 health facilities. The Round 7 award



geographical access to health facilities



Rounds 1 and 6 supported refurbishment



ƒ Global Fund awards for HIV and AIDS in



ƒ The MoH reports that since 2005,



planned budget) (MoH 2009a).



oriented, population -oriented and



individual-oriented service delivery.



totalled USD 65,195,726 (79% of



of the HSSP 2009-2012, namely family-



care services and quality assurance



engages with all of the intervention levels



ƒ In 2008, total MoH expenditure on health



HSS contributions to AIDS response



models



ƒ The NSP on HIV and AIDS 2009-2012



health promotion and MCH.



recently extended their mandate to cover



structures for NGOs and FBOs have



dialogue. HIV and AIDS coordination



of MSM, CSW and PWD in national level



have recently facilitated greater participation



involvement of PLHIV. CSO representatives



of several GFATM grants and supports full



grant for the NSA. RRP+ is a sub-recipient



will be supported under forthcoming GFATM



society strengthening in also a key area that



communication, mostly among CSOs. Civil



supporting advocacy and strategic



94,382 and USD 34,960 respectively on



2007 and 2008, UN agencies spent USD



society capacity building. For example, in



ƒ The AIDS response has supported civil



Contribution AIDS investments to HSS



packages and



Service delivery



HSS Building Block



ƒ



MoH cites delays in funding flows from donors as the main reason for under-expenditure in increasing geographical access (MoH 2009a).



Comment
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HSS Building Block



supported by findings of MoH 2009a.



MCH issues (MOH 2009a).



issues such as HIV, family planning and



relating to a number of cross-cutting



efficiency and consistency in IEC



communication nationally. This ensures



coordinate and oversee health



Communication is mandated to



ƒ The MOH’s Centre for Health



been published (2009a).



health facilities but precise data has not



renovation and equipping of maternal



and SBS partners) have supported



ƒ Development partners (such as USG



family planning (MOH 2009a).



the uptake of other PHC services. Also



well as promotion of VCT, PMTCT and



in integrated service delivery can support



initiatives that include HIV prevention, as



mobilisation and health education



with a large number of community



ƒ The IMCI programme has been associated



2010 show that inclusion of HIV services



ƒ Studies by FHI 2009 and Shepard et al



equipment.



bicycle and other general medical



ANC and EPI services in 2008 (2009a)



500,000 ITNs were distributed through



ƒ HBC kits for CHW frequently include



health of PLHIV. For example, over



of HIV resources (MOH 2009).



Rwanda and is likely to contribute to the



demonstrated major successes in



health facilities is largely attributed to use



ƒ Provision of 71 ambulances to district



2010)



ƒ The malaria programme has



for health outcomes.



panels in 37 health facilities (GFATM



scaling up a family panning intervention



960 health facilities and functioning solar



publication describes the results of



ƒ An Intra Health International (2008)



HSS contributions to AIDS response



establish telephone communication with



ƒ GFATM Round 5 resources were used to



Contribution AIDS investments to HSS
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3.



Health Financing



HSS Building Block



2009a). Total resources available to the MoH in 2008 were reported to be USD 157,096,128. 85% of this budget was transferred to District level, 3% was allocated to the MoH and 12% was allocated to National Hospitals and other institutions (op.cit.).



has been used to pay subscriptions of



2,924313 very poor, 295,630 OVC and



524,762 PLHIV. GFATM reports suggest



this has led to a 22% increase in use of



local health facilities (GFATM 2010). A



Global Fund Evaluation of the programme



found that “fund transfer by the project to



coverage of maternal and child



maintenance of infrastructure and 22%



Budget Support (provided by Germany, UK and Belgium) supports funding and coordinated support for the general health system.



by the GFATM (MoH 2009a). Support for



PBF was estimated to account for 4% of



total AIDS spending in 2008 (CNLS



2010).



funded organisations; 3% was contributed



ƒ The Health Sector SWAp and Sector



(MoH 2009a:36)



total PBF budget). The majority of these



funds were contributed by PEPFAR



sum was associated with ART services



2,078,646 for PBF in 2008 (16.7% of the



comments), it appears that 75% of this



control.



sum is probably an underestimation (see



ƒ AIDS financing contributed USD



donors) was under government



additional USD 19 million. Although this



volunteer CHW by January 2010.



most at risk from moves to general



widely considered to be the area



AIDS spending in 2008 and is



This accounted for 40% of total



from USD 27,142,088 in 2006).



44670057 (an increase of 39%



care and treatment totalled USD



ƒ In 2008, total AIDS spending on



of external resources (from 21



district health activities totalled an



estimated that, in 2005, only 15%



off-budget contributions by NGOs to



community-based cooperatives for



health interventions. It was also



$1 million for childhood illnesses,



and AIDS were used to support 24



was spent on PBF. It was estimated that



hospital running costs, 3% was spent on



2007)



ƒ Global Fund Round 3 resources for HIV



whilst there was relatively low



on community health, 5% was spent on



planned activities” (Kalavakonda et al



malaria. Moreover, it received only



spent on support for CBHI, 5% was spent



funds by the various sub-recipients for the



with $18 million earmarked for



resources was spent on salaries, 4% was



million for HIV/AIDS, compared



2005 Rwanda received over $47



in relation to disease priorities. In



‘gross misallocation’ of resources



ƒ Foster et al 2006 describes a



response.



funds were allocated to the AIDS



in 2008; around 50% of these



accounted for 30% of all donor aid



funding to the health sector



ƒ OECD statistics indicate that



Comment



the utilization (in excess of 98%) of the



satisfactory (in excess of 85%) and so has



ƒ In 2008, at District level, 61% of allocated



2008 (compared to 8.2% in 2005) (MoH



people. For example, the Round 5 grant



the various sub-recipients has been highly



allocated for health increased to 9.1% in



ƒ The percentage of the GoR budget



HSS contributions to AIDS response



subscriptions for very poor and vulnerable



ƒ GFATM resources have supported CBHI
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HSS Building Block



Contribution AIDS investments to HSS



particular focus on support for the PBF system, improving organisation and management of health services and reinforcing distribution and maintenance systems for medicines, medical consumables, equipment and infrastructure at the level of district health structures.



with the very poor being subsidised through solidarity funds. Studies show that CBHI has increased accessibility and demand for all services (Logie et al.2008, Basinga et al., 2008). (For some concerns about CBHI being experienced as a “tax” see the GFATM evaluation of the Round 5 grant (Kalavakonda et al 2007).



effectiveness of “HIV PBF” for USAID. It was suggested that cost effectiveness could be compromised by inefficiencies in the system, especially those relating to staffing. It was also recommended that there needed to be limits to USAID/PEPFAR



quality of PHC services, including those relating to HIV. Although there are some concerns about the financial sustainability of the system and high administration costs, a shift to outputs based incentives are claimed to have increased effectiveness (Logie et al 2008, Basinga et al 2008, Friederike et al., 2008).



services” (especially those relating to MCH).



CHWs (GFATM 2010). In 2008, the malaria programme reported that it had



financial sustainability (MOH 2009a).



cooperatives to contribute to their



2005 there was significant



ƒ It has been reported that since



scheme for other essential



supported IGAs for 190 associations of



supported the IGA of 65 CHW



“destabilising the incentive



ƒ The GFATM Round 3 award for malaria



contributions to avoid



2007) questioned the cost-



has supported increased uptake and



ƒ A 2007 study (McMennamin et al.



supporting HSS and has a



scheme covered 85% of the population,



ƒ Successive studies have shown that PBF



for the period 2007-2010 is also



ƒ A USD 5.6 million grant from GAVI



or sector budget support.



Comment



CBHI scheme in 1999, By 2008, the



health services, Rwanda introduced the



ƒ In order to ensure access to, and use of



HSS contributions to AIDS response
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4.



for health



Human resources



HSS Building Block



development” in 2008 (97% of the allocated budget) (MoH 2009a).



provision of 4 additional staff (1 social



worker, 1 laboratory technician and 2



CHW and 1 CHW with additional



that could benefit PLHIV. For example, in 2008, the malaria programme supported training of 6,659 CHW trained



interviews MOH, CNLS, FHI 19th -23rd July



2010).



service providers (2009a).



substantial increase in numbers and



professionals, CBHI administrators and maintenance staff.



health providers and CHW in a range of PHC issues relating to children, including HIV and AIDS. For example in 2008 2,406 CHW were trained in four districts (MOH 2009a).



there is now 1 nurse per 1,700 people



(exceeding the 2005 target of 1/3,900),



whilst CHW have increased from 12,000



to 45,000 over the same period.



of midwives, nutrition



that there remain critical shortages



ƒ The HSSP 2009-2012 indicates



important contribution to training of



2005 (2009a:16). For example, by 2008



19th -23rd July 2010).



ƒ The IMCI programme has made an



training (key informant interviews,



CHW who has some social work



cases there is also an additional



maternal health skills. In many



(MoH 2009a). A CHW team



and care and reproductive health



support; IMCI; malaria prevention



district hospitals reported by MOH since



quality of staff at health centres and



supported training of nearly 5,900



services is likely to have contributed to the



in 6 districts whilst the family planning



capacity building of service providers



well as supervisory support.(key informant



ƒ Provision (and training) of staff for HIV



consists of 1 male and 1 female



planning programme have contributed to



and training of CHW at village level, as



including HIV prevention, care and



malaria programme and the family



and the USG usually includes deployment



primary heath care services



ƒ Other ‘vertical’ programmes such as the



community care that covers basic



comprehensive training in



receive standardised



ƒ Reports suggest CHW in Rwanda



2009a; Susna De et al 2009).



by CBHI (CNLS 2009a:10; MOH



such as OI treatment, is covered



free of charge and other care,



since ARV services are provided



accessing health care for PLHIV



reduction in the real cost of



Comment



delivery. In addition support from INGO



nurses). All participate in general service



637,104 on “human resource



ƒ MoH reports an expenditure of USD 24,



HSS contributions to AIDS response



facilities is generally associated with



ƒ Establishment of HIV services at health
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5.



information



Health



HSS Building Block



(Basinga et al 2008). A review of



how services are organized – whether concentrated on particular days or offered continually on demand – will affect the number of staff required on



and service providers in topics such as



QA, CBHI systems, performance based



contracting and health information and



supply chain management systems



(GFATM 2010).



without negatively affecting other health services (USAID 2006:vi).



community screening and management of



acute malnutrition.



malaria supported training of 899 people in data management and



QA and biomedical support for HIV,



malaria, TB and other communicable



ƒ TRAC Plus supports M&E, research and



achieving HIV/AIDS targets



(including essential PHC services,



of their public sector equivalents.



sector receive six times the salary



Rwanda, doctors in the NGO



ƒ Foster et al (2006) estimate that in



policy review (CNLS 2009b).



nurses is currently undergoing



repeat ARV prescriptions by



ƒ Task shifting especially relating to



use of staff time is critical to



CHW in basic package of services



Efficient service organization and



any particular service day.



concluded that “decisions about



managers, administrators, pharmacists



ƒ USG resources have supported training of



integrated service settings



used to train 5,789 health care



AIDS services delivered within



human resources for HIV and



management of human resources



support integrated service delivery.



ƒ The GFATM Round 5 grant has been



considerable autonomy over the



ƒ District health facilities have



Comment



included recruitment of doctors that also



ƒ The GFATM Round 5 award for



HSS contributions to AIDS response



GFATM and USG services has also



ƒ Scaling up of ART with support from



Contribution AIDS investments to HSS
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6.



MoH PS Dr A Binagwaho 28th July 2010).



internet technology TRACnet has been



relevant structures as described in the HSSP 2009-2012.



cases, immunology automates (for CD4).



All 30 district hospitals now have a CD4



strengthened the Coordinated



from the GFATM, USG and UNITAID has



national medical stores (CAMERWA))



ƒ HIV financing and technical support to the



interviews 28th July 2010) .



and improved QA (key informant



transport systems, transmission of results



laboratory technicians, improved sample



machine. There has also been training of



strengthen CAMERWA, NRL and other



biochemistry machines and, in most



microscopes, haematology and



ƒ There are ongoing initiatives to



budget) (MoH 2009a).



health system. National and district level



laboratories have been equipped with



commodities” in 2008 (79% of planned



infrastructure to the benefit of whole



technologies



6,111,250 on “drugs, vaccines and



have been used to rehabilitate laboratory



ƒ HIV resources from the GFATM and USG



other health care programmes.



collection and systems development for



supporting information management, data



ARV. It is reported that this experience is



ƒ MoH reports an expenditure of USD



disease outbreaks (interview with the



use of cellular telephone networks and



deployed in every health facility providing



audits and rapid SMS reporting for



data on HIV care and treatment. Through



including reports for maternal death



phones to support communication,



ƒ MoH is now providing CHW with cell



project M&E (GFATM 2010).



HSS contributions to AIDS response



collect, store, retrieve, and disseminate



ƒ The TRACnet system is designed to



interview TRAC Plus 21st July 2010).



efficient use of resources (key informant



diseases; thereby supporting more



Contribution AIDS investments to HSS



vaccines and



Medical products,



HSS Building Block



•



The CAMERWA key informant highlighted the use of AIDS resources to strengthen warehouse facilities, and procure software for financial and inventory management. Challenges remain, however, regarding human resource capacity and the accuracy of data received from district level. Some of these issues have been addressed following the use of USG resources to successfully pilot an “active distribution” system. This is now being scaled up nationally. Regarding stock outs, it was reported that “the track record for ARVs and drugs for opportunistic infections is impeccable” but for other drugs and commodities there are sometimes problems due to “lack of mastery of consumption levels” (key informant interview CAMERWA 21st July 2010).



Comment



100



HSS Building Block



services for PMTCT and paediatric care



initiative supporting drugs and laboratory



ƒ Rwanda is beneficiary of UNITAID



UNICEF 21st -30th July 2010).



interviews MOH, CAMERWA and



decentralised levels (key informant



storage, distribution and management at



systems; stock-out prevention, as well as



transportation; information management



distribution; infrastructure and



standardisation; timely supply and



chain, including: quantification;



(CPDS) and the whole medicines supply



Procurement and Distribution System



Contribution AIDS investments to HSS



HSS contributions to AIDS response



Comment



Annex 7: Additional Analysis & Conceptual Mapping



In Rwanda, the success of linkages between interventions relating to MDG 4, 5 and 6 appears to be related to an orientation of the MOH of continuum of care and family- centred approaches. These, in turn, rest upon a commitment to core principles of equity and participation.43 In particular, there has been strong leadership around the rapid scale up of PMTCT, with a HAART component for mothers and promotion of partner testing. This has supported an efficient interface with more comprehensive ANC services and the MCH continuum of care. These initiatives have taken place within a context of structurally integrated service provision and a flexible funding environment. HSS relating to MDG 4and 5 is supported through the health sector SWAp and sector budget support. Consequently, HSS can be seen as the “hub” that supports linkages within an extended continuum of care (see Figure (i) below).



e(i): Diagram showing extension of the MCH (MDG 4 and 5) Continuum of Care to MDG 6 with HSS as the “hub”
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Interview with the PS for the MOH, Dr Agnes Binagwaho, 28 July 2010.
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conceptual framework, we see that effective linkages between MDG6 and MDGs 4 and 5 in Rwanda are less about linear or causal relationships, and more about creating and optimising dynamic synergies. This conceptualisation, which positions HSS at the hub of linkages between the health MDGs, is supported by two research studies from Rwanda. As indicated above, the study by Price et al (2009), suggest that inclusion of “basic HIV services” (VCT, PMTCT and prophylactic therapy) at primary health care centres can lead increased use of services, especially ANC and vaccination service. This is attributed to factors associated with HSS (infrastructure improvement and human resource capacity building). A second ‘quasi-experimental’ study by Shepard et al (2010) supports these findings, suggesting that inclusion of HIV services at integrated health facilities does not “crowd out” other PHC services but supports their uptake (with significant results being found for selected childhood vaccinations). Again this is thought to be due to HSS factors, such as increased access to CBHI for vulnerable groups. Figure (ii) builds on the conceptual framework presented in Figure (i). It appears that in Rwanda that linkages between MDGs 4, 5 and 6, tend to be driven by discourses of “health sector integration”. On the other hand, discussions about linkages to MDG 3 and MDG 1 outcomes tend to move into the realm of mainstreaming and, for MDG 1 especially, social and economic impact mitigation. In as much as MDG 1 (and to some extent MDG 3) refers to general population issues in Rwanda, direct linkages are more difficult to establish (although important where they exist). In Fig 4 this is illustrated by showing how linkages from MDG 6 to MDG 1 and MDG 3 are more ‘peripheral’ to those associated with health sector integration, with dynamic synergies created mostly through impact mitigation and mainstreaming approaches. It can also be argued that, improved integration, based on linkages between MDG 6, 4 and 5 interventions, provides a firm platform for supporting improved linkages to MDG 3 and MDG 1 outcomes. Figure (ii) also makes reference to MDG 8 (Develop a Global Partnership for Development). At the present time, different clusters of development partners support the AIDS response, the health sector and the broader development sectors. Maximising linkages may require a different approach. MDG 6 provides an important entry point for supporting linkages. General Budget Support also
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offers potential for maximising linkages, especially in Rwanda where GOR appears to have a good track record in maximising synergies. However, development partners (and GOR) still need to find better ways to optimise linkages and efficiencies, perhaps moving beyond projects and programmes to better reflect the ‘joined up’ nature of experience.



Figure (ii): Diagram showing Proposed Conceptual Framework for Linkages between Selected MDGs
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Annex 8: Terms of Reference



ToR: The AIDS Response and MDGs: Rwanda Case Study Background The Adult HIV prevalence rate in Rwanda is estimated at 3% in the general population and 4.3% among pregnant women. The HIV and AIDS situation is promising in Rwanda through a 5 Rwanda AIDS and MDGs Case Study - Request for Proposal (RFP) multisectoral response and an evidence-based and results-focused national strategic plan developed by the government. A recent study on Preventing Mother to Child Transmission of HIV (PMTCT) programme effectiveness reported HIV free-survival among HIV exposed children of 91.2% by 9-24 months. The PMTCT programme achieved 75% HIV testing coverage in ANC in 2008. About 68% of HIV+ women received Antiretroviral Drug (ARV) prophylaxis for PMTCT; about 2/3 of pregnant women eligible for Highly Active AntiRetroviral (anti-HIV) Therapy (HAART) received it during pregnancy. In the area of Tuberculosis (TB), the number of cases of tuberculosis increased by 7% from 2005 to 2006 while therapeutic success went from 67.4% in 2003 to 82.9% in 2006. Furthermore, it is noted that Rwanda has made considerable progress over the past years towards the Millennium Development Goals and most of the targets are achievable if current efforts are sustained. A recent report of the Secretary General of UN General Assembly Special Session (UNGASS) from April 201044recognizes a link between investing in HIV/AIDS and achieving progress against various MDGS, i.e. not only MDG6 (which focuses on HIV in addition to TB and Malaria). The report suggests the following links / relationships exist: ƒ HIV/AIDS increases poverty and worsens the nutritional status of children ƒ AIDS comprises efforts to reach universal primary education ƒ AIDS has a negative impact on child mortality ƒ HIV/AIDS worsens maternal health ƒ HIV/AIDS undermines global efforts to control TB The existence of such links suggests that there is a two-way relationship between the HIV/AIDS and other human development



44



Progress made in the implementation of the Declaration of Commitment on HIV/AIDS and the Political Declaration on HIV/AIDS
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challenges and that investing in both (HIV and other challenges) can be mutually reinforcing, with great potential for synergy. In support of this hypothesis the table in Annex 1 of this RFP outlines the ways in which the AIDS response is potentially supporting the attainment of other Millenium Development Goals (MDGs) (i.e. the first direction within the two-way relationship). Currently these links remain hypotheses as there is no concrete evidence available to prove these. In the absence of concrete evidence, UNAIDS wishes to take a first step towards better understanding these linkages.



Through this study UNAIDS aims to investigate further and map the extent of relationships between the AIDS response45 and achievement of other MDGs in Rwanda. It is envisaged that the findings from this study are expected to support evidence and contribute to sustain UNAIDS thinking around the AIDS+MDGs Agenda.



Objectives The purpose of this study is two-fold: 1.



45



To document (‘map’) funding flows and types of intervention currently ongoing under the remit of the AIDS response (MDG 6) in Rwanda over the last 3 years (2007-2009), in order to identify instances of ‘spin-off46’. The map will therefore not only outline funding flows but will present various types of intervention being supported by the AIDS response, and document areas of activity where potential ‘spin-off’ may be occurring. In addition the map will document major5 investments and programmatic efforts in Rwanda under the remit of MDG 4 (child health) and 5 (maternal health), and will



For the purpose of this study the ‘AIDS response’ is used here to refer to the multisectoral responses to HIV at country level. This includes all funding channeled into HIV/AIDS in Rwanda to cover e.g. advocacy effort, training, commodities, HR, health systems strengthening efforts in the pursuit of better HIV/AIDS outcomes, etc 46 For the purpose of this study ‘spin-off’ is defined as interventions/ activities that have EITHER been funded by the AIDS response but that have been used for nonHIV/AIDS purposes. E.g. funding / training of health workers to provide VCT services that also allows the same health workers to provide other (non HIV specific) health services, OR interventions, / activities that have been funded under the remit of MDG 4 and 5 efforts but that have had an impact (positive or negative) on the HIV/AIDS outcomes (MDG 6)
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attempt to identify potential areas of ‘spin-off’ in the other direction. In sum, the ‘map’ will attempt to document the linkages between investments made in HIV/AIDS and the achievement of MDGs 4 and 5 outcomes on the one hand, and on the other, investments made in MDGs 4 and 5 and achievements in HIV/AIDS outcomes. Further, linkages between the AIDS response and efforts to reduce violence against women should also be investigated as part of the study. 2.



To investigate certain areas of spin-off in more detail in order to ‘map’ and document any results / likely results that have been achieved as a consequence of the AIDS response. The type of results observable will depend to a great extent on the individual results frameworks of respective projects/ interventions, as well as key informant interview responses. It is therefore unlikely for impact level results to be available.



Scope of work The broad scope of this study is to look at and map the flows (source and destination) of all funding used to address HIV/AIDS in Rwanda over the last 3 years, as well as mapping the types of intervention and areas of activity being supported.



Reporting requirements The following outputs are expected: 1. Main Report to present key study findings (full report of about 20 pages). The purpose of the report is to help UNAIDS identify the added value of the AIDS response in the broader context of all MDGs but with focus on MDGs 4 and 5 and violence against women, using Rwanda as a first case study. The report will contain a clear presentation of areas of ‘spin-off’ identified through the study and the potential benefits and / or drawbacks associated with these. It is anticipated that this information will strengthen the case for the AIDS+MDG agenda. 2. Technical brief (summary of 4 pages for wide dissemination). The intention is for the brief to be used as an advocacy tool to encourage other countries to consider and make concerted efforts towards maximizing the potential reach of the AIDS response on broader MDGs. The technical brief will present the major findings from the study and make a strong a case as possible in support for the AIDS+MDGS Agenda.
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Annex 9: List of People Interviewed



No



Names



Position



Organization



1



Dr Amadou Moctar Mbaye,



UNAIDS Country Coordinator



UNAIDS Rwanda



2



Elisabetta Pegurri



M&E Adviser



UNAIDS Rwanda



3



Dr Vianney Nizeyimana



Executive secretary



NGO Forum on HIV/AIDS



4



Ignace Singirankabo



Executive secretary



RCLS



5



Dr Anita Asiimwe



Executive Secretary



CNLS



6



Dr Landry Tsague



Chief of HIV and AIDS Unit



UNICEF



7



Dr Friday Nwaigwe



Health and nutrition chief



UNICEF



8



Sidonie Uwimpuhwe



Expart in charge of mainstreaming into the EDPRS



CNLS



9



Pierre Munyura



Deputy Country Director



CHF



Eric Nyirigira



General Director



CAMERWA



11



Jessica Price



Country Director



FHI



12



Dr Paulin Basinga



Senior Lecturer



NUR/SPH



13



Adolphe Majyambere



In Charge of Psychosocial Care & Support



TRAC Plus



14



Dr Sabin Nsanzimana



HIV and AIDS and STI Unit Director



TRAC Plus



15



Dr Placidie Mugwaneza



Head of Prevention Department



TRAC Plus



16



Musabyeyezu Damascent & Valens



M&E officer



MIGEPROF (Global Fund R7 program)



17



Dr Karumugabo Patricie



Rubavu District Hospital director



District Hospital- Rubavu



18



Dr Daniel Nyamwasa



Kacyiru Police Hospital Director



Kacyiru Police Hospital FHI
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19



Ruberintwari Melchiade



FHI/ Technical officer



20



Dr Fabienne Shumbusho



Deputy Country Director



FHI



21



Kalisa Jean Sauveur



Executive Secretary of Gatsata Sector



Gatsata Sector



22



Nyirahabimana Marthe Aimee



Nurse



Gikondo Health Center



23



Sr Berthilde Uwamaliya



Titulaire Gikondo health center



Gikondo Health Center



24



Dr Lambert Kabagabo



Physician



Gikondo Health Center



25



Dr Agnes Binagwaho



Permanent Secretary



MoH



26



Tumwine Symplice



Director



National Reference Laboratory



27



John B. Gatabazi



NRL Officer



National Reference Laboratory



28



Mugisha John Baptist



NRL Officer



National Reference Laboratory



29



Mutabai Dismas



Nurse



Gisenyi District Hospital



30



Dr Guillaume Katembo



In charge of ART service



Gisenyi District Hospital



31



Karigirwa Grace



In charge of IGA project



Gisenyi District Hospital



32



Georgette Mutabazi



UNV Rubavu District Program Coordinator



UNFPA



33



Hatangimbabazi Oscar



FHI officer, Rubaya



FHI



34



Ntihabose Donatien



FHI officer, Rubaya



FHI



35



Mukunzi Phocas



In Charge of Social Affaires



Rubaya Sector



36



Rukundo Egidia



Gender Cluster Coordinator



MIGEPROF



37



Jean Gakwaya



Deputy Programme Manager/Health Adviser



DFID



38



Joseph Gumuyire



Executive Secretary



RRP+



39



Marc Iyamuremye



Micro-finance Project Officer



CNLS-UNDP-ADB
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Annex 10: Interview Questions



Topic General/ Background



Question Checklist



Key Informant



Institutional context: key government institutions/structures at national and sub-national level –role of local government and traditional structures; overview of structural linkages in public sector (HIV, health, MH, CH, VAW, social protection, nutrition) at each level –type of linkages (policy, programme, systems, service delivery), successes, challenges, lessons, recommendations. Coordination issues; multisectoral partnerships –overview. .



Leonard Karasi; UNDP Rep; PS-MOH; Ex Sec –CNLS;



Progress against MDGs –most recent data/trends; achievements; challenges; debates re funding (MDG 6 distorting?); drivers of change. Key policies, strategies, legislation, guidelines (MDGs 1, 3, 4, 5, 6): how developed; content; linkages promoted; whether implemented; successes, challenges, lessons learnt, recommendations. ICPs: who have been/are the most significant in i) HIV response ii) other MDGs? ; Processes of harmonisation and alignment –SWAps/DBS (which ICPs do/do not support? Why?). Debates re HIV, HSS, MDG funding (single issue vs. programmatic/pooled/budget support; distortionary effects; sustainability/risk HIV fatigue; resourcing CSOs; capacity; accountability; linkages); funding trends/projections; counter factual hypothesis. Health Systems Strengthening: Key initiatives (timeframes/national and sub-national); achievements, trends, challenges, lessons, priorities, recommendations. Key inputs (financial/technical), outcomes, attribution. Counter factual hypothesis.



NISR; UNDP rep.



UNDP; UNAIDS; PS-MOH; CNLS



UNAIDS; UNDP; DFID; 1-2 budget support officers



PS –MOH (Dr Binagwaho); WHO



CNIS; PS –MOH (Dr Binagwaho); UNDP; UNAIDS



Programme implementation: Who are the main implementers for i) HIV programmes ii) other MDG programmes (gov/CSO/PS)? -Do they operate in urban/rural areas –is there good geographical spread/cover of vulnerable groups? Successes, challenges, access to resources, lessons, recommendations. Role of UNAIDS



Are active efforts being made to foster MDG linkages? (esp. between MDG 6 and MDGs 1, 3, 4 & 5). How? What has worked/not worked? – Examples (policy and operational level). Relative emphasis on Country Office or Joint County Programme (progress of latter; counter factual hypothesis)
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UNAIDS; UNDP; UNFPA; UNICEF; CNLS



Topic



Question Checklist



Key Informant



Good programmatic initiatives to follow up re linkages (best practice)-comments on geographical spread, some types of linkages more successful than others? Intended or unintended linkages/outcomes? Factors that contribute to single disease/MDG response and those that support joined up/linked responses (discourses, trends, drivers of change/inertia (individuals, structures/systems, institutional factors); responses of UNDP/UNFPA/UNICEF/ Gov/CSOs? Role of UNAIDS re linkages–changing? Keeping abreast of evidence/best practice re synergies? Clear vision? M&E? (collecting hard data; promoting common systems) communication? Coordination of linkages? Monitoring opportunities (ICPs, funding, programmes). . Difference between concepts of multi-sectoral working, mainstreaming and MDG linkages understood? Lessons learnt from multisectoral work/mainstreaming in Rwanda? MDG 1



Evidence that HIV treatment has improved labour productivity? –Examples of programmes.



USAID/PEPFAR; UNDP; UNAIDS; CNLS; DFID; ?MINALOC



Evidence of HIV programmes has contributed to poverty reduction including elements of social protection, microfinance, food security interventions –outcome data? Examples of programmes/allocation of resources. Counter factual hypothesis. Evidence of food security programmes benefiting/targeting HIV affected households? Examples of programmes. Evidence of social protection, microfinance programmes targeting HIV affected households Examples of programmes. MDG 2 (included for completeness)



Evidence of HIV programmes (e.g. OVC, ARV) improving school attendance/attainment. Examples of programmes/ allocation of resources. Evidence of life skills, HIV education in schools contributing to HIV response. Examples of programmes (e.g. anti-AIDS clubs).



MDG 3



Evidence of HIV progs. addressing gender issues/VAW incl. SRH&R; life skills; male involvement; women’s economic security; psychosocial support; education/referral for GBV. Examples/ allocation of resources. Counter factual hypothesis. Evidence of gender progs addressing HIV issues
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UNICEF; MOE; USAID/PEPFAR; CNLS



USAID/PEPFAR; UNFPA; UNAIDS; CNLS; ? MIGEPROF



Topic



Question Checklist (prev, PMTCT, impact mitigation). Examples of programmes.



MDG 4



Evidence of PMTCT programmes increasing child survival (incl. reduced paediatric infections, care for HIV exposed children and support of infant feeding practices, immunization etc), bednet distribution. Examples/ allocation of resources.



Key Informant



MOH (PS; PO-CH; PMTCT); UNAIDS; CNLS; TRAC; USAID/PEPFAR; CSOs (AESD; GF -PR/SR)



Evidence of PMTCT progs linked to MCH continuum of care. Examples. Evidence of AIDS funding leading to health system strengthening, leading to improved child health services. Examples. Counter factual hypothesis. Evidence of CH programmes including referrals for ARVs, and other universal access initiatives. MDG 5



Evidence of PMTCT programmes providing ART for pregnant women; referrals for ANC, MCH support, SRH services, FP, STI treatment. Examples /allocation of resources. Evidence of VCT services including SRH services and referrals for ANC, FP, STI. Examples/ allocation of resources. Evidence of HIV prevention including SRH/FP. Examples/ allocation of resources.



FHI (re 2007 report); MOH (PS; PO-MH; PMTCT); UNAIDS; CNLS; TRAC;USAID/PEPFAR; CSOs (AESD; GF -PR/SR)



Evidence of AIDS funding leading to health system strengthening, leading to improved maternal health services. Examples. Counter factual hypothesis. Evidence of MH services referring for VCT/PMTCT or contributing to Universal Access. MDG 6



Background to the AIDS response: historical trends; key events; achievements; challenges; lessons learnt; institutions; responses of key sectors and stakeholders; what have been and are the major investments in AIDS? Evidence of HIV progs contributing to a reduction in malaria through: provision of presumptive therapy for women in PMTCT; ITN to women in PMTCT and HIV treatment, care and support progs? Examples. Evidence of AIDS funding leading to health system strengthening, leading to improved malaria control. Examples. Evidence of routine screening of HIV patients for TB and vice versa. Evidence of integration of ART and DOTS services. Evidence of AIDS funding leading to health system strengthening (including HR/task shifting, infrastructure, laboratory, procurement initiatives), leading to improved detection and treatment of other diseases. Examples. Counter factual hypothesis.
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UNAIDS, CNLS, TRAC; WHO, PS –MOH, MOH (PO-malaria, TB)



Topic



Question Checklist



Key Informant



Evidence that AIDS response has weakened health systems (staff migration/time, salaries, budget diversion, parallel systems, sustainability etc). Examples. MDG 7 (included for completeness)



Evidence of resources for HIV mainstreaming affecting water, sanitation, agricultural practices? Evidence of inclusion of FP promotion in HIV progs.



UNDP, UNAIDS, MOA



Evidence of water, sanitation, agricultural etc progs including HIV prevention or targeting PLHIV MDG 8



Evidence that HIV response has contributed to improved ICP/sector coordination, harmonisation/alignment? Examples? Evidence of improved H&A supporting HIV response. Overview of Global Fund grants/processes/dynamics of CCM and its Secretariat. Who are the PRs/SRs. Performance/issues? Inclusion of linkages in proposals –examples, buy-in, implementation (successes/challenges/ lessons). Overview of PEPFAR programme: scale, focus, geog spread, implementing agencies. Performance/issues (e.g. integration, coordination, sustainability). Inclusion of linkages –examples, buy-in, implementation (successes/challenges/lessons). Civil society: main players (how defined?) role of NGO, FBO, CBO, other in national response (exp of service delivery, watchdog, policy dialogue, advocacy, resource mobilisation). Role in making linkages (design, partnerships, examples of programmes/systems). Experiences (successes, challenges, lessons, recommendations). Role in promoting human rights (e.g. stigma and discrimination, access to treatment laws/regulations) and enabling env for other MDGs.
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UNAIDS; DFID



CCM +Secretariat, LFA



PEPFAR



UNAIDS, CNLS, AESD; GF -PR/SR



Fieldwork (in-depth case studies) ƒ District and Programme managers (Gov/NGO). Overview/background of programme/project. Knowledge, attitudes, practices re linkages. Achievements, challenges, lessons, recommendations; positive and negative experiences. ƒ Service providers (Gov and NGO): knowledge, attitudes, practices/usage, experiences re linkages. Knowledge, attitudes, practices re linkages. Achievements, challenges, lessons, recommendations; positive and negative experiences. ƒ Communities/service users (Gov/NGO facilities): knowledge, attitudes, practices/usage, experiences re linkages. Perceptions, concerns, rating of services, positive and negative experiences.



112



Annex 11: References



Basics 2009. Improving Child Health in Rwanda. Report. Kigali, Rwanda: USAID Bangendanye L. 2008. Utilisation de la contraception et désir des nouvelles grossesses chez les femmes infectées par le VIH suivies dans les services de prévention de la transmission du VIH de la mère à l’enfant (PTME) au Rwanda. Kigali: FHI http://www.moh.gov.rw/index.php?option=com_docman&task=cat_vi ew&gid=52&Itemid=14 Basinga P. et al. 2008. Scaling up innovation in services delivery of Primary Health Care: Case of Rwanda. Paper presented at the Prince Mahidol Award Conference: Three Decades of Primary Health Care: Reviewing the Past and Defining the Future. Binagwaho A. et al. 2007. Process to Integrate HIV and AIDS into the EDPRS (HIV and AIDS in Rwanda: Documenting Progress in HIV Response 2003-2007 Series). Kigali:CNLS Buvé A. et al. 2003. Stronger health systems for more effective HIV/AIDS prevention and care. International Journal of Health Planning and Management, 18, S41-S51. Chilundo B & Aanestad M. 2003. Vertical or integrated health programmes? The consequences for the laboratory information system in Mozambique. Oslo: University of Oslo. Crofton J. 2000. Reforms to the health sector must retain vertical programmes like those for tuberculosis. BMJ 2000: Vol. 320, Number 7251 (Published 24 June 2000) Druce N. & Nolan A. 2007. Seizing the Big Missed Opportunity: Linking HIV and Maternity Care Services in Sub-Saharan Africa. Reproductive Health Matters 2007;15(30):190–201 Druce N. & Dickinson C. 2008. Making the most of the money? Strengthening health systems through AIDS responses. Technical Brief. London: HLSP Institute. www.hlsp.org Ezemenari K. et al. 2008. The Fiscal Impact of Foreign Aid in Rwanda: A Theoretical and Empirical Analysis. Social Science Research Network: http://papers.ssrn.com/sol3/papers.cfm?abstract_id=1102836 Foster M. et al. 2006. Scaling Up to Achieve the Health MDGs in Rwanda. A Background Study for the High-Level Forum Meeting in Tunis, June 12th-13th 2006. Kigali, Rwanda: MINECOFIN, GoR.



113



Foster M and Heller K. 2007.Managing the Risks Associated with Aid increases in Rwanda. Kigali, Rwanda: MINECOFIN, GoR. Friederike A. P. 2008. Health Worker Motivation and the Role of Performance Based Finance Systems in Africa: A Qualitative Study on the Rwandan Performance Based Finance Initiative in Hospitals. Kigali, Rwanda: GTZ Furth R. et al. 2006. Operations Research Results, Rwanda Human Resources Assessment for HIV/AIDS Services Scale-Up: Summary Report. Kigali, Rwanda: USAID/Initiatives Inc. Global Fund to Fight AIDS, TB and Malaria (GFATM). 2010. Grant Portfolio: Rwanda http://portfolio.theglobalfund.org/Grant/GrantList/RWN?type=CCM Grant K. & Mundy J. 2008. Strengthening linkages between the AIDS Response and the MDGs: A Discussion Paper for UNAIDS. London: HLSP. www.hlsp.org Highton. N. 2009. Mutual Accountability at the Country Level Rwanda Country Case Study. Joint Venture on Managing for Results. London:ODI Hogan M. et al. 2010. Maternal mortality for 181 countries, 19802008: a systematic analysis of progress towards Millennium Development Goal 5. Lancet 375 (2010), pp. 1609-1623. Institute of Development Studies (IDS) 2008. In Focus: Policy Briefing. IDS: www.ids.ac.uk ƒ -Issue 04: Men, Sex and HIV: Directions for Politicising Masculinities. ƒ -Issue 05: Building Responsive States: Citizen Action and National Policy Change. Institute of Development Studies (IDS) 2009. In Focus: Policy Briefing. IDS: www.ids.ac.uk ƒ -Issue 08: Lessons from the Chinese Approach to Health System Development. ƒ -Issue 09: After 2015: ‘3D Human Wellbeing’ ƒ -Issue 09: After 2015: Promoting Pro-Poor Policy After the MDGs. ƒ -Issue 11: Growth Diagnostics: A New Binding Constraint to Poverty Reduction? ƒ -Issue 13: Rights, Needs and Capacities of Children in a Changing Climate



114



International Planned Parenthood Federation (IPPF) et al. 2009. Rapid Assessment Tool for Sexual & Reproductive Health and HIV Linkages: A Generic Guide. London: IPPF et al. Kalavakonda V. et al. 2007. Mid-term evaluation of the Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria (GFATM) 5th Round Project on Health Systems Strengthening: Assuring Access to Quality Care: The Missing Link to Combat AIDS, Tuberculosis and Malaria in Rwanda. Geneva: GFATM Kohler G & Stirbu M (2007) MDG-based Planning for Development: Policy Interface and Synergies of Outcomes for South Asia. Report of the Millennium Development Goals-related Policy and Programme Review, July 2007, UNDP, UNICEF and UNFPA Lane C. 2009. Rwanda: Fiscal Space for Health and the MDGs Revisited. HNP Discussion Paper. http://siteresources.worldbank.org/HEALTHNUTRITIONANDPOPUL ATION/Resources/281627-1095698140167/RwandaFiscalSpace.pdf Lavergne R. & Albi A. 2003. CIDA Primer on Program-Based Approaches. CIDA Policy Branch Logie D. E. et al. 2008. Innovations in Rwanda’s health system: looking to the future. www.thelancet.com . Published online July 10, 2008 DOI:10.1016/S0140-6736(08)60962-9 Martinez J. & Karasi L. 2009. GAVI Health System Strengthening Support Evaluation. HLSP Report. London: HLSP. www.hlsp.org McKay A. and Sumner A. 2008. Economic Growth, Inequality and Poverty Reduction: Does Pro-Poor Growth Matter? Focus: Policy Briefing. Issue 03. IDS: www.ids.ac.uk McMennamin T et al. 2007. Rwanda HIV Performance-Based Financing Project: Cost and Revenue Analysis is Six Rwandan Health Centres: 2005 Costs and Revenues. Kigali: USAID/MSH Ministry of Finance and Economic Planning (MINECOFIN) 2008. Economic Development and Poverty Reduction Strategy, 2008-2012 (http://siteresources.worldbank.org/INTRWANDA/Resources/EDPRS -English.pdf) Ministry of Gender and Family Promotion (MIGEPROF). 2004. National Research on Violence Against Women, Kigali: GoR/USAID.



115



Ministry of Health (MoH). 2009a. Annual Report 2008. Kigali, Rwanda: GoR Ministry of Health (MoH) 2009b. Health Sector Strategic Plan January 2009-Dec 2012. Kigali, Rwanda: Ministry of Health National AIDS Commission (CNLS) 2005. National Multi-sectoral HIV and AIDS Strategic Plan 2005-2009. Kigali, Rwanda: Government of Rwanda. National AIDS Commission (CNLS) 2006. Rwanda National HIV and AIDS Monitoring and Evaluation Plan 2006-2009 Part 1: Systems and Framework. Kigali, Rwanda: Government of Rwanda. National AIDS Commission (CNLS) 2007. UNGASS Country Progress Report Period 2006-2007. Kigali, Rwanda: Government of Rwanda. (http://data.unaids.org/pub/Report/2008/rwanda_2008_country_prog ress_report_en.pdf) National AIDS Commission (CNLS). 2008. Country Harmonization and Alignment Tool (CHAT) Report. Kigali, Rwanda: Government of Rwanda. National AIDS Commission (CNLS) 2009a. Joint Review of the National Multi-sectoral HIV and AIDS Strategic Plan 2005-2009. Kigali, Rwanda: Government of Rwanda. National AIDS Commission (CNLS). 2009b. National Strategic Plan on HIV and AIDS 2009-2012. Kigali, Rwanda: Government of Rwanda. National AIDS Commission (CNLS). 2010. UNGASS Country Progress Report, January 2008-December 2009. Kigali, Rwanda: GoR. National Institute of Statistics Rwanda (NISR) 2005. Rwanda Demographic and Health Survey 2005. (RDHS). Kigali, Rwanda: GoR. (http://www.measuredhs.com/pubs/pub_details.cfm?ID=594&ctry_id =35&SrchTp=ctry&flag=sur&cn=Rwanda) National Institute of Statistics Rwanda (NISR) 2007. Millennium Development Goals: Towards Sustainable Social and Economic Growth: Country Report 2007. Kigali, Rwanda: GoR.



116



National Institute of Statistics of Rwanda (NISR), 2008. Key preliminary findings from the Mini Demographic and Health Survey (IDHS 2007-2008). Kigali, Rwanda: GoR. OECD. 2010. Data extracted on 18 Aug 2010 14:36 UTC (GMT). www.oecd.org/statistics Price J. et al. 2009. Integrating HIV clinical services into primary health care in Rwanda: a measure of quantitative effects. AIDS Care. Vol. 21, No. 5, May 2009, 608-614. Segall M. 2003. District health systems in a neoliberal world: A review of five key policy areas. International Journal of Health Planning and Management, 18, S5-S26. Shepard D. et al. 2010. Is HIV funding strengthening the health system? A quasi-experimental study in Rwanda. Presentation to the XVIII International AIDS Conference in Vienna, July 2010. Contact: [email protected] Shiffman J. 2006. HIV/AIDS and the rest of the global health agenda. Bulletin of the World Health Organization, December 2006, 84 (12) Stuckler D. et al. 2010. Drivers of Inequality in Millennium Development Goal Progress: A Statistical Analysis. PloS Med 7(3): e1000241.doi:10.1371/journal.pmed.1000241 Solo J. 2008. Family Planning in Rwanda: How a Taboo Topic became Priority Number One. Kigali, Rwanda: Intra Health International Susna De et al. 2009. What happens to HIV/AIDS Funds at the Country Level?: A Comparative Analysis of Expenditures Before and After the Donor Influx in Kenya, Malawi, Rwanda, Tanzania and Zambia. MD: Health Systems 20/20 project, Abt Associates Inc. TRAC Plus 2008. Annual Report 2008. Kigali, Rwanda: Ministry of Health UNAIDS. 1998. Guide to the Strategic Planning Process for a National Response to HIV/AIDS. Parts 1 & 3. Geneva: UNAIDS. UNAIDS 1999. Gender and AIDS Fact Sheets: HIV/AIDS and Gender Based Violence. Geneva: UNAIDS http://data.unaids.org/Topics/Gender/genderbasedviolence_en.pdf UNAIDS 2010. Outlook Breaking News: Young People are Leading the HIV Prevention Revolution. Geneva: UNAIDS.



117



http://data.unaids.org/pub/Outlook/2010/20100713_outlook_youngpe ople_en.pdf USAID 2008. MCH Program Description: Rwanda. www.usaid.gov UNFPA. 2009. Delivering as One to meet MDGs in Rwanda, UNFPA key achievements 2007-2009. Kigali, Rwanda: UNFPA Country Office. World Food Programme (WFP). 2009. Rwanda Comprehensive Food Security and Vulnerability Analysis and Nutrition Survey. Rome: WFP http://home.wfp.org/stellent/groups/public/documents/ena/wfp21088 8.pdf Whitfield L. 2008. The Politics of Aid: African Strategies for Dealing with Donors. Oxford: Oxford University Press. WHO. 2006 Mortality Country Fact Sheet http://www.who.int/whosis/mort/profiles/mort_afro_rwa_rwanda.pdf WHO (undated). WHO Planning Guide for the Health Sector Response to HIV/AIDS: Overview. Draft 7. Geneva: WHO. World Bank. 2008. World Development Indicators http://data.worldbank.org/country/rwanda World Bank. 2007. Statement of the World Bank 2007. Government of Rwanda and Development Partners Meeting. Kigali November 2627, 2007. http://www.devpartners.gov.rw/docs/dpm2007/8.%20Development% 20Partner%20Statements/2007%20DPM%20DP%20Statements%2 0-%20World%20Bank.pdf



118



UNAIDS is an innovative joint venture of the United Nations, bringing together the efforts and resources of the UNAIDS Secretariat and ten UN system organizations in the AIDS response. The Secretariat headquarters is in Geneva, Switzerland—with staff on the ground in more than 80 countries. The Cosponsors include UNHCR, UNICEF, WFP, UNDP, UNFPA, UNODC, ILO, UNESCO, WHO and the World Bank. Contributing to achieving global commitments to universal access to comprehensive interventions for HIV prevention, treatment, care and support is the number one priority for UNAIDS. Visit the UNAIDS website at www.unaids.org



UNAIDS 20 AVENUE APPIA CH-1211 GENEVA 27 SWITZERLAND Tel.: (+41) 22 791 36 66 Fax: (+41) 22 791 48 35 www.unaids.org



Uniting the world against AIDS



























[image: Rwanda Case Study - Example Mollify Page - unaids]
Rwanda Case Study - Example Mollify Page - unaids












[image: Rwanda Case Study - unaids]
Rwanda Case Study - unaids












[image: case study]
case study












[image: Page 1 Case Study || 1-800-FLOWERS.COM Mobile site redesign ...]
Page 1 Case Study || 1-800-FLOWERS.COM Mobile site redesign ...












[image: Page 1 Case Study | Google Display Network Aquaripure used ...]
Page 1 Case Study | Google Display Network Aquaripure used ...












[image: Page 1 Case Study | Google Earth Enterprise Statoil discovers further ...]
Page 1 Case Study | Google Earth Enterprise Statoil discovers further ...












[image: Page 1 Case Study | Google AdWords Mobile Ads and Google ...]
Page 1 Case Study | Google AdWords Mobile Ads and Google ...












[image: GARP 2014 - unaids]
GARP 2014 - unaids












[image: GARP 2014 - unaids]
GARP 2014 - unaids












[image: prince2 business case example pdf]
prince2 business case example pdf












[image: Google Case Study Template]
Google Case Study Template












[image: Google Case Study Template]
Google Case Study Template












[image: case study -]
case study -












[image: Case Study]
Case Study












[image: 98FM Case Study]
98FM Case Study












[image: Case Study -]
Case Study -












[image: Google Case Study Template]
Google Case Study Template












[image: case study]
case study












[image: Google Case Study Template]
Google Case Study Template















Rwanda Case Study - Example Mollify Page - unaids






Jul 30, 2010 - growth, redistribution, aid, trade, equity and accountability, as well as ..... Rwanda's projected population growth of 2Â·3% per year for. 2005â€“10 is higher .... Rwanda had increased levels of school enrolment to 95% by 2006. 






 Download PDF 



















 2MB Sizes
 5 Downloads
 201 Views








 Report























Recommend Documents







[image: alt]





Rwanda Case Study - Example Mollify Page - unaids 

Jul 30, 2010 - International Center for AIDS Care and Treatment Programs. IDP ..... Rwanda's projected population growth of 2Â·3% per year for. 2005â€“10 is ...... the basic package of services for 18,620 OVC , including vocational training for ...














[image: alt]





Rwanda Case Study - unaids 

Aug 12, 2010 - 41,046 covered scaling up and integration of PMTCT s e rvices. , s y ndromic management of S. T. I and strengthenin g of linka ges to T. B services (GF. A. TM 2010). As a result 122 service po ints were supported in provid ing inte gra














[image: alt]





case study 

When Samsung Turkey launched the Galaxy S4 cell phone in early 2013, its marketing team ... wanted to use the company's existing video assets to build out a.














[image: alt]





Page 1 Case Study || 1-800-FLOWERS.COM Mobile site redesign ... 

and building new features especially relevant for their mobile market. Amit. Shah, Director of Mobile and Social Media at 1-800-FLOWERS.COM, recognized that the best way to approach mobile was not to simply transport their desktop website onto mobile














[image: alt]





Page 1 Case Study | Google Display Network Aquaripure used ... 

expand their advertising reach to specific audiences all over the web. For more information visit: www.google.com/displaynetwork. Â© 2011 Google Inc. All rights reserved. Google and the Google logo are trademarks of Google Inc. All other company and 














[image: alt]





Page 1 Case Study | Google Earth Enterprise Statoil discovers further ... 

Rather than sending hundreds of geologists around the world to study these outcrops, a small team can use Light Detection and Ranging (LIDAR) scanners and ...














[image: alt]





Page 1 Case Study | Google AdWords Mobile Ads and Google ... 

Simplified campaign management and made data driven adjustments across multiple campaign channels and partners. "We have seen significant increase in downloads, time spent using mobile services, and content sharing within both our iPhone and. Android














[image: alt]





GARP 2014 - unaids 

Mar 10, 2014 - V. PRINCIPAUX DEFIS ET SOLUTIONS . .... DES ABREVIATIONS ET ACRONYMES. ACMS. Association Camerounaise pour le Marketing Social. AES ..... Le plan d'e-TME 2011-2015 vise Ã  rÃ©duire d'au moins 90% d'ici 2015 ...














[image: alt]





GARP 2014 - unaids 

Mar 10, 2014 - UNICEF. Fonds des Nations Unies pour l'Enfance. UPEC. UnitÃ© de Prise en charge. USAID. United State Agency for International Development.














[image: alt]





prince2 business case example pdf 

There was a problem previewing this document. Retrying... Download. Connect more ... prince2 business case example pdf. prince2 business case example pdf.














[image: alt]





Google Case Study Template 

Steve Bridges, Director of Application. Engineering, and Randy Abramson, Senior. Product Development Manager at Discovery. Digital Media. "Now we look at ...














[image: alt]





Google Case Study Template 

allows direct sales to always serve before remnant orders,â€� he notes, â€œand it also ... the Google logo, and the DoubleClick logo are trademarks of Google Inc. All.














[image: alt]





case study - 

JAMNALAL BAJAJ INSTITUTE OF MANAGEMENT STUDIES ... any point in time and in reconciling and removing inaccuracies in the data available ... control critical parameters such as packing costs, freight costs, and costs due to material.














[image: alt]





Case Study 

Jun 20, 2014 - campaign to evoke online and phone bookings for all Melbourne ... would use the displayed telephone number to call and book an appointment rather than fill in a ... set a new benchmark for lead generation for the business.














[image: alt]





98FM Case Study 

o Consulting on account structure because they had 10 accounts, 13 profiles and ... player, interactions with videos, clicks off to social media, PDF downloads; ... o Tracking multi-channel marketing campaigns via analytics e.g. mapping show times ..














[image: alt]





Case Study - 

Wow!! A calcium Sandoz bottle is free with it. It's good for his health and strengthening of bones. 7. Son coming to fight â€“ can convince him with 5 flavours and also with the calcium Sandoz as a toy and then good for health. More muscle is what he














[image: alt]





Google Case Study Template 

About Havas Digital. â€¢ www.havasdigital.com. â€¢ Operates from 54 cities in 40 countries. â€¢ The holding company that manages all of Havas. Media's interactive operations, Havas Digital offers interactive media and mobile advertising networks, a c














[image: alt]





case study 

Attitude & Identity Survey). D. Word Analysis Skills (Early Names Test). APPLICATION (+ Strength; - Weakness). Initial Consonants. __+___. Ending Consonants.














[image: alt]





Google Case Study Template 

With DoubleClick's data transfer solution, selected DoubleClick ad server log files ... dedicated network for Havas Digital in Asia Pacific and dedicated custom ...


























×
Report Rwanda Case Study - Example Mollify Page - unaids





Your name




Email




Reason
-Select Reason-
Pornographic
Defamatory
Illegal/Unlawful
Spam
Other Terms Of Service Violation
File a copyright complaint





Description















Close
Save changes















×
Sign In






Email




Password







 Remember Password 
Forgot Password?




Sign In



















Information

	About Us
	Privacy Policy
	Terms and Service
	Copyright
	Contact Us





Follow us

	

 Facebook


	

 Twitter


	

 Google Plus







Newsletter























Copyright © 2024 P.PDFKUL.COM. All rights reserved.
















